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Many surgeons are discover- 
ing that personal data assis- 
tants (PDAs) help them to or- 
ganize their schedules, billings, 
professional phone books, and 
patient information. The first 
of a two-part article on the pro- 
liferation of PDAs and how sur- 
geons are using them appears 
on page 12 of this month’s Bul- 
letin. Part II of the article, 
which will focus on how wire- 
less technology can be used for 
record-keeping, viewing digital 
images, and improved patient 
safety, will be published in the 
February 2002 issue. 
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From my 
perspective 

B ecause of the dynamic nature of medical 
practice today surgeons, other physi- 
cians, health care practitioners, and 
medical and health-related organizations 
must look to the future and appropriately respond 
to external forces. Flexibility in managing poten- 
tial change and a willingness to work cooperatively 
are necessities, particularly at this time. 

The trends that are emerging within all segments 
of health care have been affecting the hospital in- 
dustry for at least 10 years. Because these patterns 
are becoming more apparent within surgical prac- 
tice, I think it’s worthwhile to reflect upon what 
has occurred within the hospital industry in an- 
ticipation of what is likely to happen within our 
own component of the medical marketplace. Most 
significantly, individual hospitals have merged, 
been acquired, or been dissolved. As a result, most 
existing hospitals are part of large networks. Some 
of these mergers have been utter failures; others 
have resulted in systems that have successfully met 
the demands of local markets. Further, efforts to 
integrate hospitals and the cultures that developed 
within individual institutions have often proved 
difficult. It is never easy to meld different philoso- 
phies into one overarching mission or entity. 

Now there is a growing need for surgeons to work 
cooperatively, sometimes even with nonsurgeons. 
And, as we develop a new paradigm of conducting 
business and advocating for our patients, we must 
be prepared to overcome the divisions that exist 
within our professional culture, so we can avoid 
some of the problems hospitals have experienced. 

Merging organizational interests 

Organizations such as the American College of 
Surgeons are working to make the transition to- 
ward a new spirit of cooperation a smooth one. In 
the past, there were only a limited number of 
groups that focused on the interests of surgeons. 
However, over the past few decades, numerous sur- 
gical organizations have arisen to meet the needs 
of a growing number of specialists. Increased spe- 
cialization, unfortunately, has led to divisions 
within our profession and made it difficult for one 
organization, namely the College, to speak for all 
of surgery. If we are going to remain effective and 
carry out our mission, we will need to work in a 
progressive manner with the surgical specialty 
societies. 



Organizations like the 
College and individual 
surgeons can no longer act 
in isolation and expect 
to survive in today’s world. » 


In addition, we will need to work with groups 
like the American Medical Association (AMA) and 
other medical organizations, which in the past 
seemed quite distant and different from the Col- 
lege. By working with a broad array of organiza- 
tions, we will be able to form strong coalitions that 
can assist us in achieving our mission. Clearly, 
these coalitions will become more important as we 
move forward in addressing social and political is- 
sues. I would cite as an example the recent forma- 
tion of a coalition of more than 50 medical and 
surgical organizations that came together to ad- 
vocate passage of the Physician Payment Fairness 
Act of 2001, which would have significantly reduced 
the negative 5.4 percent Medicare physician pay- 
ment update for 2002. Included along with the 
College in this alliance were the AMA and the ma- 
jor surgical specialty societies. 

Just as the College is reaching out to other or- 
ganizations, our individual chapters also are dis- 
covering the benefits of merging with other 
groups. In recent years, we have seen consolida- 
tion of various chapters and surgical societies. 
Again, many of these cooperative efforts would not 
have been possible in previous years, but current 
conditions and the resultant strains on time and 


JANUARY 2002 BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


income have made them very reasonable and nec- 
essary. 

As only a few examples of a growing trend, I 
would cite the merger of the Rhode Island Chap- 
ter of the College and the Providence Surgical So- 
ciety, the Connecticut Chapter and the Connecti- 
cut Society of American Board Surgeons, the Met- 
ropolitan Washington, DC, Chapter and the Wash- 
ington Academy of Surgery, the Upstate New York 
Chapter and the New York State Society of Sur- 
geons, and the proposed merger of the Hawaii 
Chapter and the Hawaii Surgical Association. 
These are only a few examples of the growing ten- 
dency of surgical groups to come together to mini- 
mize costs and time away from practice while still 
achieving goals that are inherently important to 
the individual organizations. 

Practice mergers 

Surgical organizations are not alone in discov- 
ering the benefits of banding together to better 
carry out their missions. Practicing surgeons, too, 
are feeling more obliged to form partnerships. For 
many years, surgeons remained fiercely indepen- 
dent, citing that characteristic as one of the rea- 
sons they chose a career in medicine. Being indi- 
vidualists, surgeons often went into solo practice 
and enjoyed the benefit of freedom from internal 
disagreements and “professional divorces.” How- 
ever, surgeons in solo practice also found that they 
had to make a full commitment to practices that 
truly required their attention 24 hours a day, seven 
days a week. Additionally, they had to tolerate fluc- 
tuating workloads, going from times of being over- 
whelmed clinically to clearly slow and, perhaps, 
disturbing periods. 

Given the socioeconomic pressures that they face 
today, many young surgeons are increasingly at- 
tracted to group practice, which offers them more 
opportunities to discuss perplexing cases among 
peers, to form partnerships, and to establish a cen- 
tral team to handle billings and other details of 
managing a practice. Due to the bureaucracy of 
practice today and managed care models, it is very 
important that surgeons work with people who 
have the business acumen needed to evaluate con- 
tracts, to seek approval for procedures, and to es- 
tablish internal procedures and policies that en- 
sure the practice is properly run. 

Surgeons who go into group practice also find 


they are better able to meet the requirements im- 
posed on the practice of surgery in recent years by 
governmental regulations. These mandates include 
occupational health and safety standards, special 
coding guidelines for evaluation and management 
services, general coding and compliance rules, pri- 
vacy and fraud and abuse standards established 
under the Health Insurance Portability and Ac- 
countability Act, and on-call requirements stem- 
ming from the Emergency Medical Treatment and 
Labor Act. Compliance with all of these regulations 
takes a significant amount of time from the solo 
practitioner’s practice with no proven patient ben- 
efits. It is easier for group practices to keep up and 
to implement the expected changes. 

Finally, the individual surgeon really has had little 
power to negotiate terms with third-party payors. 
However, when surgeons join forces, they can more 
effectively work to achieve equitable contracts. This 
type of strategy to bargain collectively was used to 
the benefit of a group of surgeons in Washington 
State and was described in an article written for the 
Bulletin by Robert L. Howisey MD, FACS, and Mar- 
tin B. Durtschi, MD, FACS (November 2001, p. 24). 

Survival strategies 

The dynamics of the health care industry have 
been changing rapidly over the last few decades. 
Hospitals no longer function independently. Simi- 
larly, organizations like the College and individual 
surgeons can no longer act in isolation and expect 
to survive in today’s world. The College is fully cog- 
nizant of these changing realities. Therefore, we 
are reaching out to our sister organizations and 
planning a wider variety of programs that will help 
surgeons sharpen their business acumen. By work- 
ing together, we can more successfully develop pro- 
grams and activities that can help our Fellows both 
meet and stay abreast of the challenges of these 
complex, and often confusing, times. 



Thomas R. Russell, MD, FACS 


If you have comments or suggestions about this or 
other issues, please send them to Dr. Russell at 
fmp@facs.org. 
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FYI: STAT 



A major goal that Thomas R. Russell, MD, FACS, Executive Di- 
rector, has set for the College and himself is to bring all surgical 
organizations and groups related to surgery closer together. With 
that goal in mind, he and other College officials devote a consider- 
able amount of time visiting ACS chapters and other groups of im- 
portance to the College. In recent weeks, R. Scott Jones, MD, FACS, 
ACS President, attended the meeting of the executive committee of 
the Board of Governors of the American Academy of Oto- 
laryngology-Head and Neck Surgery, Inc. Dr. Russell met with 
the Board of Directors of the American Society of Anesthe- 
siologists and attended the meetings of the Arizona and Con- 
necticut Chapters, the Georgia Surgical Society/Georgia 
Chapter, and the Nassau Surgical Society/Brooklyn-Long Is- 
land Chapter. He participated in a meeting on bioterrorism spon- 
sored by the Association of American Medical Colleges and 
attended the meetings of the Southern Thoracic Surgical Asso- 
ciation, the Western Surgical Association, and the Interim 
Meeting of the American Medical Association. He delivered 
the W. Alton Jones Lecture at the University of Missouri, the 
Edward Mason Lecture in Washington, DC, and the William J. 
Fouty Lecture, also in Washington, DC. In addition, he hosted a 
meeting of chief executive officers and other leaders from 
the surgical specialty societies. The purpose of the meeting, 
which was held in Chicago on November 9 with approximately 40 
society representatives, ACS officials, and ACS advisory council 
chairs in attendance, was to review issues of mutual interest, in- 
cluding the increasing shortage of nurses. Representatives of the 
Association of periOperative Registered Nurses also participated. 

The College and WebMD have introduced ACS Surgery: Principles 
and Practice. Based on the former Scientific American® Surgery, ACS 
Surgery: Principles and Practice is a continuously updated comprehen- 
sive information system for practicing surgeons. Forming the founda- 
tion of this system is a bound volume that is supplemented with monthly 
updates on the Web. As a special one-time feature, this annual resource 
includes a CD-ROM containing the algorithms and illustrations made 
famous in Scientific American Surgery. For more information, visit: 
http: I Iwww.facs.orglmemberslacs _surgery.html. 

On Wednesday, December 5, Thomas R. Russell, MD, FACS, Execu- 
tive Director of the College, participated in a press conference called by 
the Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO) to discuss wrong-site surgery and steps that can be taken 
by health care practitioners and patients to prevent such mistakes. 
Other participants in the press conference were: Dennis S. O’Leary, 
MD, JCAHO president; S. Terry Canale, MD, immediate past-president, 
American Academy of Orthopaedic Surgeons; and Donald Palmisano, 
MD, FACS, member, board of trustees, American Medical Association. 
Information on the press conference and specific safety steps can be 
accessed at http:llwww.jcaho.orglnews_frm.html. 
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Dateline Washington 


prepared by the Division of Advocacy and Health Policy 


Congressional 
proposals 
introduced to limit 
Medicare cuts 


Legislation introduced in November to limit scheduled 2002 reductions 
in Medicare physician payments received strong support from medical 
and surgical specialty societies and among Members of Congress. The 
Medicare Physician Payment Fairness Act of 2002 was introduced No- 
vember 8 by Sens. Jim Jeffords (I-VT) and John Breaux (D-LA), and on 
November 28 by Reps. Michael Bilirakis (R-FL) and Sherrod Brown (D- 
OH). The bill would have significantly reduced to -0.9 percent the -5.4 
percent Medicare physician payment update that took effect January 1, 
2002. It also would have required the Medicare Payment Advisory Com- 
mission to conduct a study and prepare a report by March, offering its 
recommendations for replacing the sustainable growth rate system that 
is used to determine the physician payment update. Unfortunately, Con- 
gress failed to act on the bill before adjourning on December 20, despite 
endorsements from a majority in both chambers. 

For additional information on 2002 Medicare payments and the sus- 
tainable growth rate system, see “What surgeons should know about 
the 2002 Medicare fee schedule” on page 8. 


Regulatory relief 
bill passes House 


By a unanimous vote, the House of Representatives passed legislation 
on December 4 that, if also passed by the Senate, would grant significant 
regulatory relief to physicians. The Medicare Regulatory and Contract- 
ing Reform Act of 2002, H.R. 3391, would provide important protections 
to physicians who are audited. It also would streamline the regulatory 
process by requiring proposed or final regulations to be published on one 
specific business day a month and a regular timeline to be set by the Sec- 
retary of the Department of Health and Human Services for the publica- 
tion of final regulations. The legislation also would prohibit retroactive 
applications of substantive regulatory changes. Also of interest, the Cen- 
ters for Medicare & Medicaid (CMS) would be required to develop a new 
advanced beneficiary notice process that would allow both beneficiaries 
and providers to obtain predetermination of coverage before a service is 
delivered. 

In addition to these and other regulatory reforms, the broad bill 
addresses Medicare contractor reforms, education and outreach pro- 
grams, appeals and recovery processes, and other issues. 

On November 28, Sen. John Kerry (D-MA) introduced S. 1738, the 
Medicare Appeals, Regulatory, and Contracting Improvement Act of 2001. 
The legislation, which is not as sweeping in scope as the House bill, al- 
ready has the support of 21 co-sponsors, including Sens. Max Baucus (D- 
MT) and Charles Grassley (R-IA), the chair and ranking member of the 
Senate Finance Committee, respectively. At press time, the Senate had 
not yet acted on this legislation. 


House votes to 
delay compliance 
deadline 


Also on December 4, the House unanimously approved H.R. 3323, 
legislation that would delay for one year the October 2002 compliance 
deadline for standard electronic formats for exchanging health data. 
The bill was introduced in response to concerns expressed by state leg- 
islators and others that health care providers, payors, and clearing- 
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CMS sets forth 
plans to improve 


Final rule issued 
on hospital 
outpatient PPS 


houses do not have enough time to comply with the current law’s dead- 
lines. Similar legislation, S. 1684, passed the Senate on November 27. 
The House bill, however, differs in that it requires covered entities seek- 
ing an extension to submit their plan for achieving compliance before 
the current October 16 deadline. Differences between the two bills must 
be reconciled by a conference committee. 


The CMS, on November 2, issued a request for comments on its ef- 
forts to become more open and responsive to the needs of Medicare and 
Medicaid beneficiaries and to those who are involved in their care. More 
specifically, the agency proposes to: 

• establish a series of open-listening forums across the country to 
hear directly from constituents about the impact that regulations and 
policies are having on them; 

• work closely with state and regional officials to troubleshoot and 
resolve disputes involving Medicaid and the State Children’s Health 
Insurance Program; 

• form in-house expert teams across program areas to develop ways 
to reduce administrative burdens and simplify policies and regulations; 

• issue quarterly provider updates that list regulatory documents 
and program instructions of interest; 

• enhance provider training systems; and 

• reduce correspondence response time. 

Some elements of the plan are now being implemented. Most nota- 
bly, several open-listening forums have already been held. 


Final regulations setting policies and rates for the Medicare outpa- 
tient prospective payment system (PPS) in 2002 were issued on No- 
vember 30 by CMS. Most significantly, the rule reduces so-called pass- 
through payments for new medical devices, drugs, and biologicals by 
68.9 percent in order to meet a congressionally mandated spending 
limit. As a result, payments for a number of oncology drugs and 
biologicals will be significantly reduced. 

The new technology pass-through was created by Congress when 
the new outpatient payment system was first proposed in 1997, be- 
cause of fears that inadequate data on these innovative products 
would lead to underpayment for outpatient services. To constrain 
spending growth, however, the total amount of such payments was 
capped at 2.5 percent of total PPS payments. The pass-through rate 
reduction for 2002 reflects recent significant increases in payment 
for new technology since the PPS was implemented on August 1, 
2000. 

Concerns about the impact these reductions could have on patient 
access to these technological innovations caused CMS to issue a notice 
on December 31 delaying the effective date of the new rates until no 
later than April 1, 2002. Revised rates and an effective date will be 
announced in a new final rule. Other provisions of the November 30 
rule took effect as scheduled on January 1. 
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What surgeons 
should know about . . . 


The 2002 Medicare fee schedule 

by Cynthia A, Brown, Director, Division of Advocacy and Health Policy 


A s required by law, the Centers for Medicare 
& Medicaid Services (CMS) published fi- 
nal regulations concerning the 2002 Medi- 
care Fee Schedule on November 1, 2001. Because 
the new rule followed two proposals that were is- 
sued over the summer, much of its content was 
anticipated. Nevertheless, the regulation contains 
both good and bad news relevant to surgeons. For 
example, the regulation finalizes changes in rela- 
tive value units (RVUs) assigned to the physician 
work component of many services listed in the fee 
schedule following the completion of the five-year 
review. These new work values were developed af- 
ter a lengthy process and, for many surgical ser- 
vices, are considerably higher than those that were 
effective in 2001. On the other hand, suspicions 
raised more recently were confirmed when the 
regulation announced a significant reduction in 
the fee schedule conversion factor. 

Following are answers to questions surgeons 
may have about the new regulation and its im- 
pact on Medicare payments and policies in 2002. 

Q What is the fee schedule conversion 
• factor for 2002? 

A The conversion factor that is used to 
• translate fee schedule RVUs into pay- 
ments was reduced by 5.4 percent for 2002, to 
$36.20 (down from $38.26 last year). 

Q Because practice costs keep increas- 
• ing, it is clear that this change in 
the conversion factor is not intended to 
keep Medicare payments in line with in- 
flation. How was the new figure calcu- 
lated? 


A The fee schedule conversion factor is re- 
• vised annually according to a complex for- 
mula established by law. The conversion factor is 
affected by the annual update as well as further 
adjustments to reflect other changes in law or 
policy. For the 2002 update of -5.4 percent, the fol- 
lowing percentages were applied: 


Medicare Economic Index (MEI) 2.6% 

SGR adjustment -7.0 

BBRA adjustment -0.2 

Practice expense transition adjustment -0.18 
Five-year review adjustment -0.46 


The percentages listed do not total -5.4 precisely 
because the update formula is multiplicative 
rather than additive. In other words, the 2.6 per- 
cent MEI is recorded in the formula as 1.026, and 
it is multiplied by an SGR adjustment of 0.930 
(corresponding to the -7.0 percentage figure). 

Q The sustainable growth rate (SGR) 
• adjustment obviously had the greatest 
impact on the fee schedule update. What is 
it, why is it there, and how is it calculated? 

A The SGR is a prospectively determined ex- 
• penditure target that is intended to re- 
strain the growth in Medicare spending for physi- 
cian services. It encompasses a variety of factors, 
but most importantly, it ties physician payments 
directly to the health of the nation’s economy. In 
prosperous times, when the gross domestic prod- 
uct (GDP) growth rate is high, the expenditure 
target also is set high. Then, if aggregate spend- 
ing remains below the target, a corresponding 
SGR “bonus” adjustment is made to the MEI 
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(Medicare’s inflation rate) the following year. This 
past year, however, a sluggish economy was accom- 
panied by relatively high rates of spending growth 
for physician and other Medicare Part B health 
care services. Consequently, a negative SGR ad- 
justment was applied. (Indeed, the -7.0% adjust- 
ment is the maximum reduction allowed by law.) 

Of course, relying on overall economic factors 
to determine the appropriate amount to spend on 
health care for the elderly makes little sense. Un- 
fortunately, reliance on such an artificial 
“affordability factor” is only one of several seri- 
ous problems with the SGR. 

For example, the prospective nature of the 
spending target requires CMS to make predictions 
about factors such as economic growth and Medi- 
care fee-for-service enrollment. Yet, when actual 
growth numbers become available, the agency is 
not allowed to recalculate the SGR standard to 
reflect those data prior to making the comparison 
with actual physician spending growth — a com- 
parison that ultimately determines the SGR ad- 
justment factor. 

This problem was illustrated in 1998 and 1999, 
when agency underestimates of GDP growth, com- 
pounded by overestimates of shifting Medicare 
enrollment from traditional fee-for-service to man- 
aged care plans, resulted in inappropriately low 
SGR estimates for both years. The subsequent fee 
schedule updates were above the MEI but would 
have been even higher if CMS could have gone 
back and used real data before comparing actual 
spending growth to the target. Furthermore, the 
SGR system is cumulative — meaning that both 
targets and spending growth are calculated by tak- 
ing into account spending during the preceding 
year, the current year, and the coming year. So, 
excessive spending in a preceding year and a cur- 
rent year have an influence on updates granted in 
future years. Of particular interest, if the SGRs 
in 1998 and 1999 could have been modified to re- 
flect actual rates of economic and fee-for-service 


enrollment growth, this difference would have 
more than compensated for this year’s imbalance 
and the 2002 conversion factor update would likely 
have been a positive number close to the MEI. 

Finally, the SGR system does not account for the 
introduction of costly new technologies or drug 
therapies that can drive Medicare spending in- 
creases. 

Q Why were the other adjustments 
• made to the conversion factor? 

A in addition to the SGR adjustment (reduc- 
• tion) applied to the MEI, the conversion 
factor update reflects the following: 

• A -0.2 percent adjustment that, according to 
the 1999 Balanced Budget Refinement Act 
(BBRA), must be applied every year from 2001 
through 2004 in order to finance technical changes 
in the SGR law that was intended to reduce the 
potential for wide annual fluctuations in the con- 
version factor. 

• A -0. 18 percent adjustment to account for in- 
creased volume and intensity of services that CMS 
actuaries expect to occur because of changes in 
practice expense RVUs in 2002. 

• A -0.46 percent budget neutrality adjustment 
to ensure that changes in work RVUs resulting 
from the five-year review do not cause a net in- 
crease in Medicare physician spending. 

Q What is happening to the practice ex- 
• pense RVUs in 2002? 

A This will be the last year of the four-year 
• transition to resource-based practice ex- 
pense RVUs. From this point on, further changes 
made to the practice expense component should 
arise primarily as the result of refinement efforts 
conducted by the Practice Expense Advisory 
Committee (PEAC) of the American Medical As- 
sociation/Specialty Society Relative Value Scale 
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Update Committee (RUC). For 2002, CMS received 
recommendations from the PEAC on refinements 
for cost data for over 1,100 physician services, 
most of which were accepted. These services fall 
principally within the scope of orthopaedic sur- 
gery, dermatology, pathology, physical medicine, 
and ophthalmology. 

For 2003, there may be some adjustment to prac- 
tice expense RVUs assigned to the postoperative 
period of global surgical services to reflect refine- 
ments made in 2001 to the price inputs used to 
calculate practice costs for evaluation and man- 
agement services. Those changes, if they do occur, 
will be subject to public comment when a proposed 
rule on next year’s fee schedule is issued in the 
summer. 


Medicare payment changes for 
CPT 49505, inguinal hernia repair 



2001 

2002 

Change 

Work RVUs 

6.49 

7.60 

17.1% 

Practice expense 
RVUs (facility) 

4.02 

4.13 

2.7 

Malpractice RVUs 

0.65 

0.65 

0 

Total RVUs 

11.16 

12.38 

10.9 

Conversion factor 

$38.26 

$36.20 

-5.4 

National average 
payment 

$426.98 

$448.16 

5.0 


good n 


In the fall, predictions indicated that 
the five-year review would result in 
goo3 news for many surgical specialties, in- 
cluding general surgery. Did the final rule 
make this prediction come true? 


change Medicare’s payment policies for 
critical care services. Were any such policy 
changes made for 2002? 


A Yes. CMS did change the physician work 
• RVUs for several hundred surgical ser- 
vices as a result of the five-year review. Absent the 
reduction made in the conversion factor, signifi- 
cant gains were made by general, vascular, and 
thoracic surgery, in particular. 

For some services, the work RVU changes were 
large enough to offset the conversion factor re- 
duction. For the rest, surgeons should realize some 
financial gain from other public and private 
payors who base their payments on Medicare fee 
schedule RVUs. The table on this page illustrates 
the combined impact of the five-year review and 
conversion factor fee schedule changes on the na- 
tional average payment for a sample service, in- 
guinal hernia repair. 

Q This past summer, there was some 
• confusion about CMS’s plans to 


A No. Medicare’s critical care payment 
• policies remain unchanged. That is. 
Medicare will continue to pay separately for 
critical care services that are supported by the 
required documentation. Surgeons may bill 
separately for critical care services during a glo- 
bal service period only when those services are 
unrelated to the operation, or for patients who 
have suffered trauma or burns. CMS will review 
comments submitted and determine whether to 
propose changes in global surgical service pay- 
ments or Medicare critical care payment poli- 
cies for 2003. 

Q CMS also asked questions about 
• Medicare payment policies involving 
the -62 modifier that is used to report co- 
surgery. Were any decisions on this subject 
announced in the final rule? 
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A No. Most groups and individuals com- 
• menting on the co-surgery issues raised 
by CMS stated that current payment policy is 
reasonable and that the agency should focus on 
education efforts to ensure appropriate use of 
the modifier. CMS intends to review the com- 
ments carefully and propose any changes as part 
of a future rulemaking process. 

Q Were any new payment policies 
• implemented for 2002 that affect 
screening mammography? 

A Medicare has paid for screening mammog- 
• raphy since 1991. However, the law govern- 
ing these services required use of a payment meth- 
odology other than the physician fee schedule. Un- 
der that law, mammography screening payment 
equaled the lesser of: (1) the actual charge for the 
service; (2) the physician fee schedule amount for a 
bilateral diagnostic mammogram; or (3) $55.00 (a 
1991 figure updated annually by the MEI). That law 
was amended by the Medicare, Medicaid, and SCRIP 
Benefits Improvement and Protection Act of 2000 
(BIPA), and, starting in 2002, Medicare will pay for 
these services under the physician fee schedule at a 
rate of about $88.50 (before the application of any 
geographic adjustments). 

In addition, CMS created a temporary “G-code” 
(G0236) and RVUs to reflect recent FDA approval 
of computer-aided detection used in conjunction 
with diagnostic mammography. 

Q What other changes did BIPA make 
• to Medicare screening service pay- 
ment policies? 

A BIPA provided for the following screen- 
• ing services of interest to surgeons, each 
of which was addressed in the final rule: 

• Low-risk women who do not qualify for an- 
nual coverage of a screening pelvic examination 


that includes a clinical breast examination are now 
covered for services received every two (as opposed 
to three) years. 

• Glaucoma screening services are now covered 
for individuals with diabetes or family history of 
glaucoma and for others determined to be at “high 
risk” for the disease. 

• BIPA amended the law governing screening 
colonoscopy to extend coverage of the procedures 
once every 10 years for individuals not at high risk 
for colorectal cancer. The final rule amends regu- 
lations to conform to policies that already have 
been implemented through carrier manual provi- 
sions. 

Q Many important issues were raised 
• this year that involve Medicare pay- 
ment for surgical services. What role did the 
College play in these developments? 

A For the past five years, the College’s Gen- 
• eral Surgery Coding and Reimbursement 
Committee has worked diligently on an exhaus- 
tive review of the RVUs assigned to general sur- 
gery services. Using a new methodology, these ef- 
forts resulted in the development of new work 
values that were ultimately accepted by CMS at 
the conclusion of the five-year review. The vast 
majority of these services received RVU increases. 

The College also led coalition efforts to develop 
consensus among the specialty societies and pro- 
vide coordinated input to CMS on the critical care 
and co-surgery issues. 

Finally, College staff and Fellows who re- 
sponded to legislative alerts have been actively 
engaged in an effort to persuade Congress to in- 
tervene and legislate an increase in the 2002 
conversion factor. A bill to accomplish this, S. 
1707, was introduced in November by Sens. Jim 
Jeffords (I-VT) and John Breaux (D-LA), key 
members of the Senate Finance Committee. H.R. 

continued on page 47 
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U ntil four years ago, Robert Tuchler, MD, 
FACS, was awash in paper. On the go from 
early morning to late evening — from 
the operating room to the office, continu- 
ing medical education (CME) session to staff meet- 
ing — the Denver, CO, plastic surgeon had no choice 
but to lug around a cumbersome daily planner 
stuffed with business cards and Post-It® Notes 
etched with hastily scribbled patient and referring 
physician phone numbers. He would rifle through 
pockets bulging with loose-leaf slips that 
chronicled appointments, to-do tasks, personal 
reminders, and piles of CME credit forms and 
crumpled expense receipts. Worst of all, because 
he couldn’t very well cart around the latest edi- 
tion of surgical texts and journals or the 
Physician's Desk Reference, he had no access to 
the most up-to-date diagnostic and therapeutic 
information or to a quick-and-easy guide to resolv- 
ing complicated or unusual clinical presentations 
at the bedside. 

All that changed when Dr. Tuchler purchased a 
personal data assistant (PDA). Not only does the 
hand-held computer simplify tracking of often 
maddening administrative details — his full surgi- 
cal schedule and office appointments, personal and 
professional phone numbers, and patients’ insur- 
ance eligibility information — but the PDA regu- 
larly compiles, stores, and downloads Dr. Tuchler’s 
CME credits. 

On the clinical side, the PDA contains notes on 
dealing with emergencies, such as antidotes to poi- 
soning injuries, an electronic dermatome chart 
that explains how to treat uncommon conditions 
such as certain types of spider bites, and complete 
guides to medications, antibiotics, and infectious 
diseases. “There’s nothing, information-wise, that 
you couldn’t get from a library. But when you’re 
in the recovery room writing postop orders or in 
the ER in the middle of the night or get a phone 
call from a patient at 4:00 in the morning and you 
can’t run for your books, it’s nice to be able to hit 
a button and have the answer at your fingertips,” 
Dr. Tuchler said. 

A small but growing number of surgeons are 
adopting hand-held wireless technology, and 
they’re finding it to be indispensable. Even if Dr. 
Tuchler is running out to a mall in a pair of shorts, 
he slips his PDA in a back pocket. “I can’t tell you 
how many times I’ve gotten an emergency call or 


had to call a patient and needed a particular fact 
or a phone number,” he said. 

Not surprisingly, surgeons most commonly use 
the devices for simple clerical tasks — serving as 
an address and appointment book, personal and 
professional calendar, expense and CME tracker. 
But surgeons are beginning to perform more so- 
phisticated functions — compiling searchable pa- 
tient profiles and capturing charge and encoun- 
ter data at the point of care. 

Surgeons also are finding many clinical appli- 
cations for their PDAs. Sidney F. Miller, MD, FACS, 
a general surgeon from Dayton, OH, connects a 
digital camera to his hand-held computer to moni- 
tor patients’ progress after burn injuries. Barklie 
Zimmerman, MD, FACS, a vascular surgeon from 
Richmond, VA, maintains a database on aneu- 
rysms. David Lowry, MD, a neurosurgeon from 
Grand Rapids, MI, enters postop orders and notes 
in the recovery room. Roger Simpson, MD, FACS, 
a plastic surgeon in Garden City, NY, checks for 
potential drug interactions, the mechanism of ac- 
tion of new medications, and the appropriate an- 
tibiotic to counteract specific infectious diseases. 

And surgeons are learning that PDAs are more 
than convenient alternatives to paper for record- 
ing and saving information. The devices improve 
the accuracy of diagnosis and billing, enhance the 
flow of information between physician and office 
staff, and speed access to patient-specific data as 
well as clinical practice guidelines and therapeu- 
tic templates. 

This article reviews the administrative applica- 
tions of PDAs. Next month. Part II will discuss 
surgical software for hand-held computers. 

Gathering patient data 

The charge capture and coding system for the 
department of surgery at Duke University Medi- 
cal Center, Durham, NC, has been inefficient and 
incomplete for years. Because it centered on desk- 
top computers, surgeons had to wait until they 
gained access to one of the department’s work- 
stations to record patient interactions. Unless they 
could round up all their scattered notes, by the 
time they sat down in front of a terminal, surgeons 
often would forget to include all the relevant docu- 
mentation details to support specific charge codes 
and to meet Medicare fraud and abuse compliance 
requirements. As a result, according to Lloyd Hey, 


JANUARY 2002 BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


MD, assistant professor of orthopaedic surgery at 
the Duke University Health System Spine Cen- 
ter, about 18 percent of all charge sheets had to be 
returned to surgeons’ offices because an essential 
item of information was missing. Surgeons at 
Duke also often overlooked individual patient vis- 
its or interactions, which reduced their payment 
rates. 

Since the department began instituting a PDA- 
based charge capture system six years ago, it has 
seen improvement in overall data collection. The 
average number of diagnoses identified by sur- 
geons increased from 1.1 to 2.8 per patient encoun- 
ter, and the fax-back rate has dropped to zero. Dr. 
Hey said. 

The system also is helping to streamline inpa- 
tient admissions by generating a daily rounding 
list of patients for every surgeon that indicates 
where inpatients are located and when they are 
nearly ready for discharge. “By being able to iden- 
tify a pending discharge, our system shows that a 
bed will be available in day or so, and that allows 
better planning and utilization of resources,” said 
Robert Anderson, MD, FACS, chair of the depart- 
ment of surgery. 

The PDA charge capture software makes it pos- 
sible for surgeons to enter billing data whenever 
they have a few spare minutes. Dr. Hey’s experi- 
ence is typical: “When I arrive in the morning, I 
download my rounding list into my PDA and then 
start doing my inpatient rounds. As I see each 
patient, I can actually put in what was wrong with 
the patient and what I did about it right there at 
the bedside. When I go to the OR or the ER, I can 
do the same thing. At the end of the day, I can 
synchronize my PDA with the main computer, and 
I don’t have to be at the hospital; I can do that at 
home. And all the patient encounters that I had 
that day flow electronically from my PDA through 
the computer, to the server, and on to the billing 
service,” he said. 

The end result is reassurance, said Dr. Hey, who 
developed the MDevery where™ charge capture 
system that is being used at Duke and other medi- 
cal centers, such as Brigham and Women’s Hospi- 
tal in Boston, MA, and small group practices. 
“During my day, I have 100 percent confidence 
that Fm seeing 100 percent of the patients I’m 
supposed to see. At the end of the day, I know that 
100 percent of my cases were captured accurately. 


As life gets more hectic and my practice grows, 
the hand-held gives me a sense of confidence be- 
cause it acts as my assistant as I’m seeing pa- 
tients.” 

A byproduct is greater efficiency in the depart- 
ment of surgery and in individual physicians’ prac- 
tices. Because encounter data are captured by the 
surgeon immediately at the point of care, they are 
more accurate and complete, eliminating the need 
for office staff to rework claims. The data also are 
transferred directly from the PDA to the office 
computer by placing the device in a cradle, a pro- 
cess known as “hot synching,” so office staff can 
stop wasting precious time chasing down bits of 
paper that were incompletely filled out in the first 
place. To cite one example, Duke’s department of 
ophthalmology shaved its time to billing from 13 
days to one. 

In the office setting 

Only a small percentage of physicians are using 
PDAs for charge capture and other types of trans- 
actions in their practices, such as dictating 
progress notes or operative reports, writing pre- 
scriptions, and accessing laboratory results. Ac- 
cording to an analysis of the hand-held market by 
the San Francisco-based investment firm WR 
Hambrecht & Co., only 15 percent of physicians 
were using PDAs at the end of 2000, primarily for 
scheduling purposes. But Hambrecht anticipates 
that up to 20 percent of physicians will be turn- 
ing to PDAs for transactions within three years. 

And convenience will not be the only driving 
force; cost also will be a factor. Wireless local area 
networks for acquiring data at the point of care 
can run $25,000 or more. PDA hardware and soft- 
ware are under $1,000. So it’s only a matter of 
time, say PDA advocates, until the devices will 
prove they’re up to the task of handling all the 
data physicians’ offices need to process, depart- 
mental and office information systems get the 
kinks out of PDA-based systems, and surgeons 
become accustomed to using PDAs for billing and 
other complicated office operations. 

Meanwhile, surgeons most likely will follow the 
lead of early adopters of hand-held technology, 
such as Dr. Miller, and turn in their appointment 
books for a PDA. 

Until Dr. Miller bought his hand-held device, he 
was no different than any other busy general sur- 
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PDAs: How do they stack upf 


According to pdasurgery.com, the choice of a PDA 
depends on its cost, memory capacity, and size. The 
Web site provides a side-by-side comparison of the 
most common hand-held computers that use the 
Palm OS. The following is excerpted from that com- 
parison. 


Device 

Price 

Memory 

Palm™ ml 00 series 

$149 - $199 

2 or 8 megabyte 

Palm III series 

$149-$449 

2, 4, or 8 megabyte 

Palm VII series 

$349-499 

2 or 8 megabyte 

Palm V series 

$329-$399 

2 or 8 megabyte 

Visor™ 

$179 

2 megabyte 

Visor Deluxe 

$249 

8 megabyte, expansion 

TRGPro™ 

$329.99 

8 megabyte 

Sony Clie™ 

$349 

8 megabyte, expansion 

IBM Workpad c3 

$384.99 

8 megabyte 


Smaller and thinner PDAs include the Palm Vx, 
Palm M 505, Sony Clie, and IBM Workpad. 

In addition to the systems that run on a Palm 
OS, the Hewlett Packard Jornada and Compaq 
iPAQ Pocket PC synchronize with Windows® and 
Microsoft Outlook, Word, and Excel. The Compaq 
iPAQ has 32 to 64 megabytes of RAM and 16 mega- 
bytes of ROM and runs around $500; the HP 
Jornada model 545, which has 16 megabytes of 
memory, is about $850, and the 548 model, with 32 
megabytes of memory, is more than $1,000. 


geon: in a constant paper chase with office staff to 
make sure everyone was on the same calendar page 
with the most up-to-date appointments, addresses, 
and phone numbers. But now, instead of shuffling 
bits of paper back and forth, and hoping they don’t 
get lost or misplaced somewhere along the way, 
all he has to do is hot sync his hand-held device 
with his computer, and he and his secretary can 
make instant changes to his schedule. 

And like Dr. Miller, surgeons also may start ex- 
perimenting with other uses of hand-held comput- 
ers. For the last few years, for example. Dr. Miller 
has been taking his PDA on trips to medical meet- 
ings along with a keyboard that collapses to the 


size of his palm. As a result, when the lights come 
up after a formal paper presentation. Dr. Miller 
can pull out his PDA, open the keyboard to stan- 
dard size, and type in notes about the talk. He also 
can enter travel expenses directly into the device. 
Once he’s back at the office, he can sync the de- 
vice with the computer, which copies expenditures 
onto an Excel worksheet for tracking and com- 
pleting travel requisitions. 

Surgical residents can find even more applica- 
tions for the devices: tracking the cases they per- 
form for the American Board of Surgery, to name 
one. “The American Board of Surgery has made 
available an option to collect this information on 
a hand-held device. So residents, right after they 
leave the OR, can go into the surgery lounge, pick 
up their hand-held device, and type in the patient’s 
name, the operation, the date, the attending 
surgeon’s name, and their participation in the op- 
erative procedure — all in about 30 seconds. Then 
once a week or every month, they can come over 
to the department office and give their hand-held 
device to the secretary, who syncs it with the com- 
puter and downloads all the information,” said Dr. 
Miller, professor of surgery at Wright State Uni- 
versity and director of the Miami Valley Hospital 
Regional Adult Burn Center, both in Dayton, OH. 

The process also gives the department of sur- 
gery at State University of Dayton much more 
complete data, much more promptly, he added. 
“We used to have to call up the residents and bug 
them, and they were still about two months be- 
hind. And they were always trying to piece things 
together because they forgot to write down their 
operative cases as soon as they came out of the 
OR. Now they carry the hand-held device in their 
shirt pocket and pack all that information in this 
thing that’s just a little bit bigger than a pack of 
cigarettes.” 

Getting started 

Every hand-held computer comes with a suite 
of applications, or a skeleton, as Dr. Tuchler calls 
it, that will meet almost any surgeons’ clerical 
needs: an appointment scheduler, phone directory, 
to-do list, and the ability to type short memos. 
There are dozens of Web sites that offer software, 
free of charge or for purchase, exclusively for phy- 
sicians to expand PDA applications. In addition 

continued on page 55 
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Another reason to “ungate” health care 


by Lawrence A. Danto, MD, FACS, Stockton, CA 


recent tragedies in New York City, 
^ ^Pennsylvania, and Washington, DC, still 
overshadow and preoccupy most aspects 
of American life. This is particularly the 
case with regard to the health care industry and 
efforts to reform it. Participants at the Septem- 
ber 2001 State of the State of Health Care Forum 
in Massachusetts were warned that not only has 
Congress set aside prescription drug and patient 
rights initiatives, but mounting job losses and 
dwindling government revenues threaten access 
to health care across America more than ever. Said 
Thomas A. Scully, Administrator of the U.S. Cen- 
ters for Medicare & Medicaid Services, “National 
defense is going to take priority over everything.” 
While it is important to focus on an appropriate 
response to terrorism, we must also protect our- 
iQ selves and get on with our lives — securing a free 


and stable future. Not only do we owe it to those 
who sacrificed their lives, but, even more, we owe 
it to the survivors — to ourselves. If we don’t move 
on, we will end up losing this global war to the 
terrorists. 

Lessons of history 

Interestingly, there is a strong historic associa- 
tion between world war and changes in the socio- 
economic structure of health care delivery. Before 
World War II, health care delivery was based on a 
simple, fee-for-service system. If patients could af- 
ford care, they received it; if they couldn’t afford 
treatment, for the most part, they didn’t receive 
it. The notion of selling health insurance was un- 
born. 

During WWII, all industrialized nations (except 
the U.S.) either suffered mainland attack or were 
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in constant fear of the very real prospect of in- 
jured civilians from such an attack. It became im- 
mediately apparent that private economic con- 
cerns should not affect the emergency triage of 
domestic casualties. The global response was to 
create national emergency health care systems 
whereby the national government economically 
administratively and physically supported emer- 
gency health care. 

As peace settled back in place, these same na- 
tions, in response to the postwar economic reces- 
sion, high rates of unemployment, and the con- 
tinued need to provide basic health care services, 
transformed their wartime emergency health care 
systems into national programs that could deliver 
basic care to all citizens at all times. These coun- 
tries recognized that a modern national workforce 
depends on effective access to basic health care. 

On the other hand, the U.S., protected by two 
vast oceans, was free from the threat of mainland 
attack during WWII. The arsenal of democracy 
emerged from that global conflict with a surging 
economy and near universal employment. Our 
response to funding health care was to continue 
the prewar fee-for-service system and to support 
it with the employment-based system of privately 
funded health insurance that had been developed 
during the war and used to attract scarce workers 
into wartime employment. This system functioned 
beautifully during the two postwar decades in 
which the U.S. economy was booming and support- 
ing the world economy as well. Further, it made 
some sense when most workers expected a lifetime 
of employment by one firm. However, as the in- 
dustrialized world recovered, we began to lose our 
economic advantage and, at present, our average 
job tenure is three to five years — physicians in- 
cluded. 

The rest of our economic history is easy to re- 
call — continued and unavoidable global health 
care inflation. Our knee-jerk response has been 
to set arbitrary limits on health care spending by 
allowing managed care, capitation, and 
gatekeeping to become the watchwords and pri- 
mary focus of the health care industry. However, 
the cost of care has continued to rise as it must in 
any free, technocratic society with an aging popu- 
lation. Sadly, there are now restrictions on essen- 
tial services even for those of us who are employed 
and well-insured. The vast majority of Americans 


now have access to care only with the approval of 
a gatekeeper. 

Even so, HMOs, unable to squeeze any more 
profit out of the system, are losing money and only 
the largest and most aggressive are able to stay in 
business. Private managed care is in a definite 
state of decline and this administrative experiment 
has caused the health status of the U.S. citizenry 
to decline from first to last place among the major 
industrialized nations, according to the 2001 
World Health Report of the World Health Organi- 
zation. 

Emergency room crisis 

An even more critical issue is the closure of nu- 
merous emergency rooms throughout the nation. 
As Frank Staggers, Jr., MD, president of the Cali- 
fornia Medical Association, recently said, “We 
dearly need to preserve our emergency [health 
care] system so it will be available when we need 
it.” True enough, but the problem is more com- 
plex than it first appears. 

Many ER closures have occurred because, for 
various reasons, institutions have failed to pro- 
vide adequate staffing and technical support for 
the emergency rooms they provide. As any sur- 
geon knows, it is dangerous, unethical, and even 
illegal to hang an ER sign on the side of a hospital 
unless the institution is truly capable of provid- 
ing the level of care it is advertising. These so- 
called ERs, quite frankly, need to be closed. 

On the other hand, there are millions of unin- 
sured and underfunded patients who are afraid to 
go to the doctor or to the ER until it’s too late. 
There are millions more insured and well-funded 
patients who have to call their gatekeeper before 
going to the doctor or ER. The dangerous fact is 
that our financial mindset often slams the gate to 
lifesaving care, and the portal often stays closed 
until it’s too late. 

The sentinel example of this tragedy is the un- 
fortunate postal worker who, suspecting he had 
contracted inhalation anthrax, instead of simply 
going to the emergency room, went to “his doc- 
tor.” His doctor happened to be employed by the 
largest and oldest private HMO in the country. 
Without an appropriate workup, he was told he 
probably had a virus and to treat himself symp- 
tomatically. 

In effect, this person ended up being denied ac- 
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cess to care by someone at least perceived as a 
gatekeeper. Only after his illness worsened at 
home did he call 911 to ask what he should do, but 
by then it was too late. Think of this astounding 
reality: Our patients are now so conditioned by 
decades of gatekeeping from employment-based 
managed care that, even when faced with death, 
they first ask permission before seeking care. 

The tragic events of September 11 are bringing 
the eye of public concern to focus on the long- 
standing inadequacies in our system of health care. 
Because our government is the only entity capable 
of responding to terrorism, it is the only one that 
can mend the gaping holes in our health care safety 
net. 

Surviving a 360-degree war 

For the first time since the Civil War, parts of 
mainland America have been attacked and devas- 
tated by an act of war. For the first time, we know 
how the rest of the world has been living — with 
the terrible reality of continual civilian casualties. 
Our protective oceans have finally been bridged, 
and the course of U.S. history has been wrenched 
in an unexpected direction. For the first time, we 
are at war on all fronts — a “360-degree war.” 

Like December 7, 1941, and November 22, 1963, 
the attacks last fall will be forever recognized by 
the date on which they occurred — the simple, stark 
designation of 9/11, the universal emergency num- 
ber. The loss of life was enormous, as was the 
threat of seriously injured victims. It has already 
become apparent that because of our restrictive 
health care system, survivors of domestic terror- 
ism face medical expenses and lost wages while 
they recover. 

In truth, we are all survivors of 9/11, and we 
are threatened by its legacy. Further, in the fore- 
seeable future it is likely that all of us will face 
medical expenses and lost wages while we struggle 
to live on in the shadow of the horrific events of 
that fateful Tuesday. Arguably the major socioeco- 
nomic lesson is that our private system of man- 
aged care instantly failed to meet the needs of this 
new crisis. The major lesson in government stud- 
ies is that an ungated and universal system of 
health care delivery is integral to national defense. 

The prospect of an American national emer- 
gency health care system has now become a sig- 
nificant part of the societal dust rising from the 


rubble at ground zero — the ruins of the World 
Trade Center. The prospect of large numbers of 
civilian casualties, not just from physical trauma 
but from chemical and biological warfare as well, 
has created a new impetus for a health care re- 
form, and Congress must respond. Emergency care 
is not a second-priority issue. 

Questions such as these remain to be answered: 
Can we allow emergency rooms to close because 
not enough patients have access to them? In a time 
of national crisis, can we afford to have our gate 
to emergency health care controlled by private 
concerns? Can we allow private enterprise to sig- 
nificantly affect the emergency triage of our do- 
mestic casualties? 

The rest of the industrialized world responded 
more than 50 years ago during WWII. However, 
in our terrorized and no-longer isolated U.S., em- 
ployment-based managed care has become a real 
threat to our security, and the previous questions 
continue to cry out for answers. Stated in more 
blunt terms, in twenty-first century terrorized 
America, in a time of national emergency, can we 
possibly let private gatekeepers deny care to our 
injured loved ones? 

The nature of surgery is the nature of emergency 
health care and dealing with disasters. As surgeons 
we should push especially hard to establish uni- 
versal access to emergency care, and make an 
ungated health system the reality for us all. El 
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T his article presents some of 
the changes in Current 
Procedural Terminology 
2002 (CPT). Modifications such 
as the new features of CPT, the 
definition of the global surgical 
package, instructions for the use 
of CPT, and revisions to modifi- 
ers will interest all surgeons and 
their billing staffs. The remain- 
der of the article will probably 
be of interest only to general 
surgeons, closely related special- 
ties, and their billing staffs. 

New features of CPT 

In August 2000, CPT was se- 
lected as the procedure coding 
system for physician and hospi- 
tal outpatient services under the 
Health Insurance Portability 
and Accountability Act of 1996 
(HIPAA). An elaborate assess- 
ment was done of CPT prior to 
that time to ensure that CPT 
met the needs of many users. 
Physicians, nonphysician health 
care providers, researchers, 
managed care plans, hospitals, 
and other institutional provid- 
ers all were consulted to deter- 
mine what changes they would 
make to CPT. The result was the 
development of a number of im- 
provements in CPT, which 
helped to ensure that it would 
be selected as the coding system 
for physician services under 
HIPAA. The early changes are 
appearing in 2002, with more 
changes to be reflected in future 
editions of CPT. 

For 2002, CPT established 25 
codes in a new category called 
emerging technology. The codes 
in this category do not have to 

All specific references to CPT termi- 
nology and phraseology are: CPT only © 
2001 CPT American Medical Association. 
All rights reserved. 
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meet the usual CPT requirements that the proce- 
dures be widely performed and that the appropri- 
ate Food and Drug Administration approvals have 
been received. The creation of this category of 
codes is an especially welcome development now 
that third-party payors are beginning to pay for 
some of the costs associated with investigational 
procedures. Emerging technology codes: 

• Have a four-digit number followed by a “T” 
and are in code-number sequence. The five-digit 
alphanumeric number does not have any mean- 
ing beyond identifying it as an emerging technol- 
ogy code. Numbers are sequential as codes are as- 
signed, so the first emerging technology code was 
assigned 000 IT, the second was assigned 0002T, 
etc. Therefore, codes will not be logically ordered 
according to the type of services they represent, 
and if closely related codes are approved at differ- 
ent times, they will not appear together. 

• Must be reported instead of unlisted proce- 
dure codes that end in 99. Cross-references will 
be placed in the traditional part of CPT to facili- 
tate proper reporting. 

• Do not have a relative value assigned for 
Medicare, although certainly a private payor may 
choose to pay for the code. For Medicare, no pay- 
ment will be made for codes that have a national 
noncoverage determination; coverage and pay- 
ment will be at the discretion of local carriers for 
the rest of the codes. 

• Can be moved into the main part of CPT at 
any time as long as they meet the criteria for tra- 
ditional codes. 

• “Sunset” after five years. There are a very 
large number of editorial changes in CPT 2002. 
Editorial revision will continue in 2003 because 
efforts are being made to systematically change 
certain aspects of CPT’s structure. These changes 
are in addition to editorial changes made to indi- 
vidual codes to clarify them or because new codes 
have been added. Of course, none of these edito- 
rial changes will result in the assignment of new 
relative values. 

One large group of editorial changes was made 
to standardize the terminology throughout CPT. 
In the past, for example, the term “allograft” has 
been used in some descriptors, and the term “ho- 
mograft” has been used in other descriptors. Now 
only the term “allograft” will be used. The list of 
terms is quite extensive, with some terms seman- 


tically very close (“dilation” and “dilitation”) and 
some terms far apart (“Hirschsprung disease” and 
“congenital megacolon”). Only the approved terms 
will be used in the future. 

The CPT editorial panel did not select the 
“winning” term. Instead, CPT was run against 
the Metathesarus of the National Library of 
Medicine to identify synonyms. Primary factors 
in the selection of terms by the CPT editorial 
panel were the preferred terms of the 
Metathesarus and the predominant physician 
usage. The same process is being used for other 
applications, such as electronic medical records; 
thus, CPT’s inclusion oi Metathesarus terms will 
facilitate the merging of CPT into computerized 
medical record systems. 

Another large group of editorial changes has 
been made to substitute concrete terms for the 
phrases “any method,” “any approach,” or “any 
technique.” For example, in the codes 17000-17286 
for destruction of skin lesions, the phrase “any 
method” has been replaced by “e.g., laser surgery, 
electrosurgery, cryosurgery, chemosurgery, surgi- 
cal curettement.” Much the same was done with 
“any approach” in that the approaches are now 
named, and for “any techniques” as some or all of 
the techniques are now named. 

There also has been a change in the way the CPT 
editorial panel conducts business, with more 
changes planned in the future. The meetings of 
the editorial panel are now open to physicians who 
serve on the CPT Advisory Committee, the AMA/ 
Specialty Society RVS Update Committee (RUC) 
and the RUC Advisory Committee, and the Prac- 
tice Expense Advisory Committee (PE AC), and the 
staff of those committee members. Proposals for 
CPT changes are most often submitted by spe- 
cialty societies and presented to the panel by rep- 
resentatives from those societies. When proposals 
are made by other individuals or groups, the au- 
thor of the proposal is invited to attend and par- 
ticipate in the portion of the panel meeting that 
deals with the proposal. 

This new process enlarges the role of the spe- 
cialty societies in the editorial process and makes 
it more important that they have a representa- 
tive present when codes of interest are being dis- 
cussed. A very practical outcome has been that the 
specialty society representatives have an oppor- 
tunity to point out problems they see in an action 
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that the panel is about to take. This capability will 
be especially helpful when the panel chooses to 
modify the coding proposals. 

Definition of the global surgical package 

The CPT definition of the global surgical pack- 
age has been expanded considerably to specify ad- 
ditional services that are widely recognized as part 
of the surgical package (see box, right). We believe 
that it will help bring about greater standardiza- 
tion of the global surgical package. Significant ad- 
ditions include: 

• One related evaluation and management (E/ 
M) encounter on the day prior to or on the day of 
surgery. Note that this is not the visit when the 
decision to have surgery is made. The decision for 
surgery E/M encounter is still separately billable 
with the appropriate modifier. For major proce- 
dures, the modifier is -57 (Decision for surgery), 
and for minor procedures it is modifier -25 (Sig- 
nificant, separately identifiable evaluation and 
management service by the same physician on the 
same day of the procedure of other service). 

• “Typical” postoperative care. Because the ba- 
sic surgical package definition now states that it 
includes typical postoperative care, any unusual 
treatment may be reported using the -24 modi- 
fier. The language with respect to follow-up care 
for therapeutic procedures has been revised to 
emphasize that the treatments of atypical events 
such as “complications, exacerbations, recurrence, 
or the presence of other diseases or injuries” are 
separately billable with appropriate modifiers. The 
most frequently used modifiers are -24 (Unrelated 
evaluation and management service by the same 
physician during a postoperative period), -78 (Re- 
turn to the operating room for a related proce- 
dure during the postoperative period), and -79 
(Unrelated procedure or service by the same phy- 
sician during the postoperative period). 

Instructions for use of CPT 

There has been an important modification to the 
instructions for use of CPT when there is no de- 
scriptor that exactly matches the procedure done. 
The old language indicated that the procedure that 
“most accurately” identifies the procedure per- 
formed should be selected. The language now reads 
as follows, with changes in wording in bold type 
here for easy identification: 


CPT surgical 
package definition 

The services provided by the physician to any 
patient by their very nature are variable. The CPT 
codes that represent a readily identifiable surgi- 
cal procedure thereby include, on a procedure-by- 
procedure basis, a variety of services. In defining 
the specific services “included” in a given CPT sur- 
gical code, the following services are always in- 
cluded in addition to the operation per se: 

• Local infiltration, metacarpal/metatarsal/ 
digital block or topical anesthesia. 

• Subsequent to the decision for surgery, one 
related E/M [evaluation and management] en- 
counter on the date immediately prior to or on 
the date of procedure (including history and physi- 
cal). 

• Immediate postoperative care, including dic- 
tating operative notes, and talking with the fam- 
ily and other physicians. 

• Writing orders. 

• Evaluating the patient in the postanesthesia 
recovery area. 

• Typical postoperative follow-up care. 


Select the name of the procedure or service that 
accurately identifies the service performed. Do 

not select a CPT code that merely approxi- 
mates the service provided. If no such pro- 
cedure or service exists, then report the ser- 
vice using the appropriate unlisted proce- 
dure or service code.... Any service or proce- 
dure should be adequately documented in the 
medical record. 

This language, of course, makes it easier to raise 
questions of fraud when the procedure actually 
performed does not match the code reported. To 
be more precise, a payor conducting an investiga- 
tion will be judging how well the medical record 
matches the procedure. Of course. Medicare, Med- 
icaid, and other government programs have been 
concerned about fraud for some time. HIPAA ex- 
tended these same standards to private payors, so 
they now have the same tools to fight fraud. Be 
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careful about reporting a code that results in a 
higher payment than the procedure actually done. 

This change in language doubtless will result in 
the addition of more codes to CPT. General sur- 
geons wishing to pursue additional codes should 
contact Irene Dworakowski, Coding and Reim- 
bursement Associate, in the College’s Washington 
Office at idworakowski@facs.org. 

Modifiers for two surgeons 

and altered surgical field (modifider - 62 ) 

The modifier that permits reporting of two sur- 
geons serving as co-surgeons on a case has been 
changed to permit its use for the primary proce- 
dure and any associated code(s), as long as both 
surgeons continue to work together as primary 
surgeons. Previously, its use was limited to a single 
procedure code, meaning that often one surgeon 
did not get appropriate reimbursement for the 
work he or she did, and the codes used did not re- 
flect the full picture of what was done. The need 
to report multiple codes when performing ante- 
rior spinal access procedures drove this change. 
Therefore, there are several places where notes 
have been added to the spine sections (in both the 
musculoskeletal surgery portion and in the neu- 
rosurgery portion) of CPT, giving specific direc- 
tion regarding the new use of the modifier. A quick 
review of coding basics: A co-surgeon writes a sepa- 
rate operative note regarding his or her partici- 
pation in the procedure and may play a role in the 
postoperative care. An assistant at surgery does 
none of these things. 

In CPT 2001, a separate modifier, -60, was es- 
tablished to indicate that there was increased op- 
erative complexity or time caused by an altered 
surgical field. This modifier has been deleted as 
well as the note referring to it in the text of un- 
usual procedural service modifier, -22. Medicare 
did not recognize modifier -60 and there were re- 
ports that other payors were not recognizing it 
either. Deletion of the modifier and reference to it 
means that an altered surgical field is reported 
using the -22 modifier. 

Vascular procedures 

Prior to 2002, code 35646 was used to report 
both aortofemoral and aortobifemoral bypass 
grafts performed with synthetic conduit. Code 
35646 now refers only to aortobifemoral bypass 


grafting and a new code, 35647, refers to 
aortofemoral bypass grafting. 

Adjuvant techniques may be required at the time 
a bypass graft is created to improve the graft’s 
patency. A new add-on code, 35685, was created 
for the placement of a vein patch or cuff at the 
distal anastomosis of a bypass graft. Another new 
add-on code, 35686, was developed for the creation 
of a distal arteriovenous fistula during lower ex- 
tremity bypass surgery. 

A new code, 36002, was added to describe throm- 
bin injection for percutaneous treatment of an ex- 
tremity pseudoaneurysm. This new procedure is 
performed most commonly for pseudoaneurysms 
that develop after cardiac catheterization or pe- 
ripheral angiography. This injection code is de- 
signed to be reported in addition to a guidance 
code, and most commonly that will be 76942, Ul- 
trasonic guidance for needle placement (for ex- 
ample, biopsy, aspiration, injection, localization 
device), radiological supervision and interpreta- 
tion. A note was added instructing users not to 
report this code when placing a vascular sealant 
to close an arteriotomy site at the time the 
angiographic catheter is removed. 

A new code, 36820, for hemodialysis graft pro- 
cedure by forearm vein transposition was created. 
Code 36819 was editorially revised by inserting 
“upper arm” so that it reads “Arteriovenous anas- 
tomosis, open; by upper arm basilic vein transpo- 
sition.” 

Finally, the introductory notes to the 
endovascular abdominal aortic aneurysm repair 
codes have been revised to clarify procedures that 
are separately reportable. 

Procedures on the intestine, rectum, and anus 

Revisions also were made to create separate 
codes for laparoscopic small bowel resections 
and laparoscopic colon resections. The revisions 
made the open small bowel (codes 44120-44121) 
and laparoscopic small bowel (codes 44202- 
44203) similar. Code 44202 was revised to make 
it describe a single resection and anastomosis 
of the small bowel (Laparoscopy, surgical; en- 
terectomy, resection of small intestine, single 
resection and anastomosis) and a new add-on 
code, 44203, was created for each additional re- 
section and anastomosis. Code 44202, 
Laparoscopy, surgical; colectomy, partial, with 
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anastomosis, and code 44205, Laparoscopy, sur- 
gical; colectomy, partial, with removal of the ter- 
minal ileum with ileocolostomy were added. 

Code 45136, Excision of ileoanal reservoir with 
ileostomy, was added to describe the excision of a 
previously created ileoanal reservoir. Code 46020, 
Placement of seton, has also been added. 

Ablation of liver tumors 

Codes were added to the surgery section for ab- 
lation of liver tumors and to the radiology section 
for guidance for the ablation of tissue. Specifically, 
codes were added in a newly created laparoscopy 
section for the liver; they are code 47370, 
Laparoscopy, surgical, ablation of one or more 
liver tumor(s); radiofrequency, and code 47371, 
Laparoscopy, surgical, ablation of one or more 
liver tumor(s); cryosurgical. Code 47380 was also 
added for Ablation, open, of one or more liver 
tumor(s); radiofrequency and code 47381 was 
added for Ablation, open, of one or more liver 
tumor (s); cryosurgical. Finally, code 47382 was 
added for Ablation, one or more liver tumor (s); 
percutaneous radiofrequency. In the radiology sec- 
tion, three codes were added for the computerized 
topographical, magnetic resonance, and ultrasonic 
guidance and monitoring of tissue ablation (codes 
76362, 76394, and 76490, respectively). 

Pediatric surgery 

Two new codes were added to describe an 
esophagoplasty for repair of a congenital defect. 
Code 43313 is for Esophagoplasty for congenital 
defect, (plastic repair or reconstruction), thoracic 
approach; without repair of congenital tracheoe- 
sophageal fistula. Code 43314 describes the pro- 
cedure with repair of a congenital tracheoesoph- 
ageal fistula. 

Three new codes were added for resection of the 
small intestine for congenital atresia. Code 44126 
is for Enterectomy, resection of small intestine for 
congenital atresia, single resection and anastomo- 
sis of proximal segment of intestine; without ta- 
pering. Code 44127 includes tapering and code 
44128 is an add-on code for each additional resec- 
tion and anastomosis. 

Two codes were added for initial inguinal her- 
nia repair on preterm infants. The codes them- 
selves are very simple, paralleling the pair of codes 
already in CPT for children under the age of six 


months and for children from six months to less 
than five years. Code 49491 is for Repair, initial 
inguinal hernia, preterm infant (less than 37 
weeks gestation at birth), performed from birth 
up to 50 weeks postconceptual age, with or with- 
out hydrocelectomy; reducible. Code 49492 is for 
the repair of an incarcerated or strangulated her- 
nia in an infant of the same age. 

The measurement of age is complex but is ex- 
plained in notes in CPT. The infant must have 
been less than 37 weeks gestational age at birth 
and be less than 50 weeks postconceptional age at 
the time of the hernia repair. Postconceptional age 
is gestational age at birth plus the age of the in- 
fant in weeks. An editorial change was made in 
the existing codes so that preterm infants of less 
than 50 weeks postconceptional age are excluded 
from codes 49495 and 49496. ISI 
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Oommiitee keeps 
fiscally prepared for 


College 
me fuiure 


hy William F. Sasser, MD, FACS, &. Louis, MO 



^ ^ ' ^he Committee to Study the Fiscal Affairs of the College held 
its annual meeting on October 6, 2001, just prior to the Clini- 
cal Congress in New Orleans, LA. This meeting followed a 
special session that took place in August for the committee 
members at the College’s headquarters in Chicago, IL. The purpose of 
the August meeting was to allow sufficient time for members to review 
and discuss the financial resources, programs, and initiatives of the 
College in light of the recent flurry of activity resulting from strategic 
planning efforts. Committee members had the opportunity to meet with 
the College’s executive staff and to provide them with input on College 
programs and initiatives. We also reviewed and discussed the cost of 
membership services. As Secretary of the Board of Governors, I chaired 
both of these meetings. These sessions and the new course that has now 
been set for the College have made my last year as Secretary interest- 
ing, involving, and enjoyable. 


Dues structure 

An official responsibility of the committee is the annual review of the 
dues rate structure of the College. As you know, the College has kept 
dues at the same amount for 10 years. The purchasing power of the 
dollar over this 10-year period has declined, and the College has re- 
sponded with cost-saving improvements and limits on the expansion of 
existing activities or the implementation of new programs. 

The arrival of Thomas R. Russell, MD, FACS, as Executive Director 
signalled a new direction for the College. Dr. Russell and College leader- 
ship initiated a strategic planning process that included a detailed analy- 
sis of College resources and input from a broad cross-section of the mem- 
bership. The process culminated in a strategic plan that the Board of 
Regents approved in June 2001. 

The Committee to Study the Fiscal Affairs of the College determined 
a dues increase was warranted based on the cost of providing member 
services and of implementing proposed programs and initiatives. They 
also believed that a dues increase at this time would provide manage- 
ment with the flexibility to implement the strategic plan and would 
allow some of the new programs and initiatives to be launched. The 
dues rate structure proposed was an increase in domestic and institu- 
tional Fellows’ dues of $65, or annual dues of $440, and an increase in 
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Canadian Fellows’ dues of $15, or annual dues of 
$335. The committee again approved the proposed 
dues increase at its October 6 meeting and pre- 
sented it as a recommendation to the full Board of 
Governors at their meeting on October 7, 2001. 
The Board of Governors, the Finance Committee 
of the Board of Regents, and the Regents as a whole 
approved the dues increase recommendation. 

However, subsequent to the Clinical Congress, 
the Medicare conversion factor for physician fees 
for 2002 was released and included a projected 
payment reduction of 5.4 percent. Based on this 
news. Dr. Russell communicated with the Board 
of Regents, and a decision was made to hold dues 
constant for another year, the 11th in a row. 

Scholarships, Fellowships, other awards 

The Board of Regents approved $1,532,000 fund- 
ing for resident research scholarships, faculty fel- 
lowships, eight international guest scholarships, 
and the 12th Clowes Research Career Develop- 
ment Award. The new funding limit will become 
effective in 2003. The Board also approved two 
jointly sponsored awards. The first award, to be 
initiated this year, is being sponsored in conjunc- 
tion with the Head and Neck Society and is a Fac- 
ulty Career Development award for Oncology of 
the Head and Neck. The second award will be co- 
sponsored with the Royal College of Surgeons of 
England for a Research Fellowship Exchange. The 
awards are funded through the 2001 Annual Fund 
and the various endowment funds available for 
scholarships and fellowships, as well as a $60,000 
contribution from Ethicon, Inc. 

Finance and development 

The College’s Comptroller, Gay Vincent, pre- 
sented a detailed financial report. Highlights of 
her report are as follows: 

• August 31, 2001, financial statement. For the 
two months ending August 31, 2001, College fi- 
nancial results were favorable compared with the 
budget. The favorable variance is the result of un- 
filled staff positions, savings in trauma meeting 
costs, and 2001 Initiate fees that were billed in 
fiscal 2002. At press time, the favorable variance 
was anticipated to hold through year-end. 

The College’s assets, which include operating 
assets, real estate, and investments, totaled $254 
million ($272 million at August 31, 2000). Net in- 


vestment activity added approximately $172,000 
to operations versus a budget of $543,000. The 
decline was due to poor market performance for 
the two months. The market value of the invest- 
ments was $193 million ($208 million at August 
31, 2000). 

• Investments. The Investment Subcommittee 
of the Finance Committee has been very busy this 
past year. New investment managers were selected 
for large cap growth and small cap value strate- 
gies. The new managers were selected to continue 
the diversification of the portfolio and to move out 
of index funds into actively managed funds. The 
Finance Committee and the Board of Regents ap- 
proved the new appointments. 

The Investment Subcommittee also approved a 
Joint Investment Program for the College. The 
program will allow other 501(c)(3) surgical orga- 
nizations to invest their funds with the College. 
The College’s endowment fund is large enough to 
take advantage of separately managed accounts, 
reduced investment fees, and diversification into 
alternative markets. These advantages are not 
available to most affiliated organizations due to 
the smaller size of their investment portfolios. 

The preliminary estimates for net investment 
returns for the quarter ended September 30, 2001, 
were (6.6) percent, with the year-to-date (Janu- 
ary to September) at (8.2) percent. The endow- 
ment performed well as compared with a 70 per- 
cent Standard & Poor’s 500 Index/30 percent 
Bonds Index, which returned (16.1) percent for the 
year-to-date September 30, 2001. 

• Pension Plan. The Finance Committee re- 
viewed the annual report of the staff members’ 
retirement plan as of December 31, 2000, and 
1999. The plan is an above-market benefit for 
College staff and is important in recruiting and 
maintaining staff. In 1999, the Trustees approved 
lump-sum distributions. The offer of lump-sum 
distributions is a rich and popular benefit. The 
defined benefit plan had assets of $10.9 million 
and accumulated plan benefits of $9.8 million. 
Actuaries at William M. Mercer, Inc., perform an 
actuarial valuation of the plan, and the College’s 
public accounting firm, Deloitte & Touche, audit 
the plan. Contributions of $1.6 million were made 
to the plan during 2001. The plan’s assets are su- 
pervised by the Investment Subcommittee of the 
Finance Committee of the Board of Regents. 
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The long-term savings plan is a 403(b) tax-de- 
ferred annuity plan offered to the College staff. 
Participation is voluntary. After one year of ser- 
vice, an individual’s contribution is matched at 
the rate of 50 percent, up to a maximum College 
match of 3 percent of salary. 

• Insurance program. The Finance Committee 
of the Board of Regents recommended a reduction 
in the administrative fee for the conventional and 
cost-advantage health plans and the disability 
plan. The Board of Regents approved the recom- 
mendations. The administrative cost reduction 
should reduce the rate of premium increases for 
these plans over the next few years. Due to the 
many activities of the insurance program, a spe- 
cial article was presented in the December 2001 
Bulletin (p. 48). Please take some time to review 
that article. 

• Development program. The Development 
Committee and staff have also been very busy. 
The Fiscal Affairs Committee reviewed a busi- 
ness plan that was subsequently approved by the 
Finance Committee and the Board of Regents. 
The business plan will provide additional re- 
sources for the Development Program, with an 
anticipated increase in fund raising. All Fellows 
of the College are very strongly encouraged to 
consider making a tax-deductible contribution 
to the Development Program to support re- 
search and education and to help maintain and 
expand the strong research and education pro- 
grams of the College. Fred Holzrichter, the De- 
velopment Program Manager, prepared a report 
on the Development Program. Highlights of his 
report were as follows: 

Philanthropic cash contributions to the College 
totaled $455,723 as of September 13, 2001. Twelve 
new Life Members (gifts or pledges of $10,000 or 
more) were recorded during the year. There are 
now 297 members of the Fellows Leadership Soci- 
ety who are at the Life Member category or higher. 
Twenty-three chapter gifts were received 
($36,025) and nine specialty societies ($10,000) 
made contributions. The largest single gift came 
in the form of a $300,000, three-year commitment, 
from Merck & Co., Inc. 

The 13th annual Fellows Leadership Society 
awards luncheon took place October 8, 2001. The 
Committee on Development recognized Pon 
Satitpunwaycha, MD, FACS, a general surgeon 


from Houston, TX, with the 2001 Distinguished 
Philanthropist Award. 

The Development Committee is expanding ef- 
forts to work with medical industry to secure un- 
restricted grant funding to support College re- 
search and education initiatives. The committee 
also is working to take its message regarding phil- 
anthropic opportunities directly to the Fellowship 
through increased exposure of funding possibili- 
ties via the presence of the Development Program 
exhibit at chapter meetings. 

Conclusion 

I have sincerely enjoyed my leadership role with 
the Board of Governors, and I am even more en- 
thusiastic about the increased activities and new 
direction for the College that I see on the horizon. 
It has been a pleasure working with the commit- 
tee this year, and I would like to thank Drs. Carl 
E. Bredenberg, John L. Cameron, Fred Allen 
Crawford, Jr., G. Richard Geier, Jr., Scott A. 
Hundahl, Larry Robert Lloyd, Edward Andrew 
Luce, Francis Daniels Moore, Jr., Thomas L. 
Raftery, William Charles Sternfeld, Gary Lee 
Timmerman, and Thomas Wachtel for their ser- 
vice on the committee. I also would like to thank 
College staff members Fred Holzrichter, Gay 
Vincent, Keith Bura, and Lynese Kelley for their 
excellent efforts. Special recognition is also given 
to Jack Lynch as he completes his many years of 
service and devotion to the College. Jack has left 
an unmistakable imprint on the activities of the 
Board of Governors and the College. Thank you. 
Jack, and best wishes for your retirement. ISI 


Dr, Sasser is chief, 
division of thoracic 
surgery, St. John's 
Mercy Medical Center, 
St. Louis, MO, and 
Chair of the BIG 
Committee to Study the 
Fiscal Affairs of the 
College. 
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Keeping 

current 


What’s new in ACS Surgery: 
Principles and Practice 


by Erin Michael Kelly, New York, NY 

F ollowing are highlights of recent additions 
to the online version of ACS Surgery: Prin- 
ciples and Practice, the practicing surgeon’s 
first Web-based and only continuously updated 
surgical reference. 

XI. Surgical Techniques 

25. Laparoscopic Donor Nephrectomy. Stephen 
C. Jacobs, MD, FACS, and Stephen T. Bartlett, MD, 
FACS. In their new chapter, the authors detail how 
to perform laparoscopic nephrectomy with maxi- 
mal efficiency and minimal complications. Since 
the latter part of the 1990s, laparoscopic living 
donor nephrectomy has become established as the 
surgical approach of choice in most large renal 
transplant programs (including the authors’ own 
center at the University of Maryland). It has both 
enlarged the pool of willing potential renal donors 
and increased the supply of kidneys for transplan- 
tation. Although laparoscopic harvesting is now 
well developed, there is probably room for further 
refinement. For instance, systemic vasodilation 
might improve intraoperative renal blood flow and 
enhance urine production. The extraction site, 
however, appears to be optimal as is. Still, the 
laparoscopic approach poses risks to both the do- 


Monthly updates to the online version of ACS 
Surgery: Principles and Practice in the physician 
portion of the WebMD Web site, at www. 
wehmd.com, are also available quarterly through 
subscription to the AC»S Surgery CD-ROM, which 
incorporates every online update from the previ- 
ous three months and yearly through subscrip- 
tion to the annual hardcover edition of ACS Sur- 
gery: Principles and Practice, which incorporates 
every online update from the preceding year. To 
learn more, visit the ACS Surgery: Principles and 
Practice page on the ACS Web site, at www. 
facs. orglmemherslacs _surgery. html. 


nor and the allograft recipient. These risks are 
potentially catastrophic and militate against ca- 
sual embarkation of a laparoscopic donor nephrec- 
tomy program. A good case can be made for re- 
stricting laparoscopic donor nephrectomy to a few 
centers where a large number of cases are done. 
Few, if any, patients are more easily moved a sub- 
stantial distance for an operation than a living 
renal donor. 

The full text of “Laparoscopic Donor Nephrec- 
tomy” may be viewed online in the physician por- 
tion of the WebMD Web site, at www.webmd.com. 
Click on ACS Surgery: Principles and Practice. 

VEIL Evaluation of Common Clinical Problems 

1. Neck Mass. Barry J. Roseman, MD, and Orlo 
H. Clark, MD, FACS. Assessing patients with a 
neck mass offers something of a clinical chal- 
lenge. The final diagnosis might include any of 
a number of inflammatory disorders, congeni- 
tal cysts, or benign or even malignant neo- 
plasms. Therefore, the initial evaluation re- 
quires a careful history and a thorough exami- 
nation of the head and neck, which in itself is 
challenging because much of the area is not eas- 
ily visualized. One’s initial diagnostic impres- 
sions and the degree of certainty one attaches 
to them determine the next steps in the workup 
and management of the neck mass. Options in- 
clude empirical therapy, ultrasonographic scan- 
ning, computed tomography, fine-needle aspira- 
tion (FNA), and observation alone. For example, 
in a patient with suspected bacterial lymphadeni- 
tis from an oral source, empirical antibiotic 
therapy with close follow-up is a reasonable ap- 
proach. In a patient with a suspected parotid tu- 
mor, the best first test is a CT scan: The tumor 
probably must be removed, which means that one 

continued on page 41 


Mr. Kelly is editor, What’s New in ACS Surgery: Prin- 
ciples and Practice, WebMD Reference, New York, NY 


JANUARY 2002 BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


Socioeconomic tips 
of the month 


Internet resources for coding 
and reimbursement policies 


T O assist Fellows and their staffs in their cod- 
ing efforts, we thought it would be helpful 
to note some of the coding and reimburse- 
ment resources that are available on the Internet. 

For example, the Centers for Medicare & Med- 
icaid Services (CMS) Web site has a specific page 
for providers and health plans (http:ll 
www.hcfa.govlaudiencelplanprov.htm). The site 
contains links to other CMS Web pages from which 
you can download forms, the annual Medicare fee 
schedule and quarterly updates, the annual up- 
dates of ICD-9-CM and HCPCS codes, and cur- 
rent information about various CMS initiatives. 

CMS also offers several computer-based basic 
training programs as part of their Medicare Learn- 
ing Network (http:! Iwww.hcfa.govImedlearnI). This 
site contains links to computer-based training 
courses on Medicare basics, ICD-9-CM coding, and 
the HCFA-1500 form. 

Meanwhile, most Part B carriers now have pro- 
vider Web sites where coders can find copies of pro- 
vider newsletters, physician fee schedules, infor- 
mation on coding courses offered by the carrier, 
and current and draft carrier local medical review 
policies (LMRPs). A directory of links to Web sites 
of most Medicare carriers and intermediaries can 
be found at http: ! Iwww.lmrp.netjdirectory.asp'? 
Type=lmrp. This Web site also tells the reader 
whether LMRPs are posted on a given Web site. 

Some private payors have also instituted infor- 
mational Web sites for physicians. The Blue Cross 
Blue Shield Association, which is the national 
umbrella group for most Blues plans, has a Web 
site that not only offers guidance on policies that 
it recommends to its members (http:ll 
WWW. bcbs.comihealthprofessionalslindex. html ), but 
also has a page of links to the individual member 
plans (http: I Iwww.bcbs.comihealthinsurancel 
index.html). Likewise, the Health Insurance As- 
sociation of America has a Web site of its mem- 
bers where physicians may find provider informa- 
tion for commercial health insurers (http:ll 
www.hiaa.orglmembershiplmembers.cfm). And the 
American Association of Health Plans lists a Web 


Around the corner 

January 

• The 90-day implementation period for the 
2002 CPT and HCPCS codes, effective on Janu- 
ary 1, continues until March 31, 2002. 

February 

• ACS -sponsored advanced coding workshop 
for surgeons at the North Texas Chapter meet- 
ing on February 21, 2002, in Dallas, TX. Visit the 
ACS coding workshop Web page at http:ll 
www.facs.orgldeptlhpalworkshopslcdwkshop.html 
or contact Irene Dworakowski at 202/672-1507 
or Idworakowski@facs.org to register. 


page containing links to its member managed care 
organizations (http: II www.aahp.org /Content/ 
NavigationMenul About _AAHP IWho _We _Are I 
Health _Plan_Member_Links/ 
Health_Plan_Member_Links.htm). The Coalition 
for Quality Affordable Healthcare, a consortium 
of 26 of the largest insurers and health plans in 
the United States, also provides hot links to its 
members’ Web sites (http: / /www. caqh.org! 
whoweare_members.html). In many cases, the ac- 
tual insurer sites contain information similar to 
that posted on Medicare Part B carrier pages. 

The documents posted on the Web sites some- 
times are only available in Adobe Acrobat (.pdf) 
format. A free copy of Adobe Acrobat Reader can 
be downloaded to view the items. Most Web sites 
contain a link to the Adobe download site. 

In addition, several companies offer online ba- 
sic coding courses and coding and billing software 
for purchase. It is possible to do an Internet search 
for “medical coding” or “coding consultants” to 
view the products available. Some companies of- 
fer demonstration products that can be down- 
loaded for evaluation. Surgeons certainly want to 
review the products with their coding books in 


VOLUME 87, NUMBER 1, BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 


hand to ensure the accuracy of the material pro- 
vided. Although the College does not recommend 
or endorse any of these products, such items may 
offer cost-effective methods of introducing office 
staff to the principles of coding and reimburse- 
ment. 

Reimbursement for fluoroscopy 

After July 1, 2001, the College received several 
inquiries from surgeons’ offices regarding an ap- 
parent change in Medicare coding rules and reim- 
bursement levels for fluoroscopy (CPT 76000). 
Part B carriers were no longer reimbursing for 
the technical component of the procedure and were 
only paying for the professional component of the 
service. It turns out that this was a programming 
error and not a policy change. On November 27, 
2002, Medicare notified Part B carriers to update 
their files to reinstate the technical component 
reimbursement (Medicare Program Memorandum 
AB-01-167). The update became effective Decem- 
ber 20, 2001. If your office submitted a claim for 
both the professional and technical components 
of a fluoroscopy and only received payment for the 
professional component, resubmit the claim for 
an adjustment. 

HIPAA audit scam 

Due to an incident late last year, CMS has re- 
quested that all contractors immediately post a 
notice in their provider bulletins and on their Web 
sites advising the physicians that there are cur- 
rently no on-site HIPAA audits being conducted. 
Surgical practices should never allow any individu- 
als who fail to produce identification and proper 
documentation from the auditing entity to have 
access to their computers, medical records, bill- 
ing information, and so forth. If individuals say 
they are from Medicare and attempt to gain ac- 
cess to your facilities and/or information without 
presenting the proper credentials, please contact 
your Medicare carrier immediately. 

Clarification 

There has been some confusion regarding some 
of the information that was published in this col- 
umn in November 2001. Stereotactic breast biopsy 
coding may be a little easier to understand in 2002. 
CPT has added a parenthetical note to code 19295 
(Image guided placement, metallic localization 


clip, percutaneous, during breast biopsy) inform- 
ing the user that 19103 (Biopsy of breast: percu- 
taneous, automated vacuum assisted or rotating 
biopsy device, using image guidance) can be billed 
in addition to 19295. Unfortunately, this note was 
not present in 2001. The only reference in 2001 
was to code 19102 (Percutaneous needle core bi- 
opsy), leaving coders unsure which codes to use 
when a metallic clip was placed percutaneously 
and the biopsy was performed percutaneously with 
the vacuum-assist technology. Users will also find 
a parenthetical note under code 19103, identify- 
ing the appropriate image guidance codes to be 
used in addition to the biopsy code when appro- 
priate, as well as the reference to the clip place- 
ment. 

Medicare will continue to deny a percutaneous 
service when billed with an open procedure such 
as 19125 (Excision of breast lesion identified by 
preoperative placement of radiological marker 
open; single lesion). To avoid unnecessary denials 
and appeals, watch the narratives closely to en- 
sure that the selected code reports the service be- 
ing performed. When percutaneous services are 
performed, select codes with percutaneous in the 
description of the code; when the service is open, 
select codes with open in the description of the 
code. El 
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College 

news 


April 14-17, 2002 

30th Annual Spring Meeting 










T he American College of Surgeons invites you 
to attend its 30th Annual Spring Meeting, 
which will take place April 14-17, 2002, at the 
Hyatt Regency, San Diego, CA. 

To emphasize its strong commitment to and sup- 
port of general surgery, the American College of 
Surgeons devotes its annual Spring Meeting to the 
interests and needs of the practicing general sur- 
geon. 

The Advisory Council for General Surgery has 
planned a program for the 2002 Spring Meeting 
that will be of interest to all general surgeons. A 
number of skills-oriented postgraduate courses are 
scheduled, including Image-Guided Breast Biopsy; 
Ultrasound for Surgeons; Ultrasound Instructors 
Course; Breast Ultrasound; Ultrasound in the 
Acute Setting; Abdominal Ultrasound: Transab- 
dominal/Intraoperative/Laparoscopic; Stereotactic 
Breast Biopsy; Surgical Education: Principles and 
Practice; and Advanced Coding for Surgeons. 

The Assembly for General Surgeons will focus 
on health care systems of the twenty-first century 


and will discuss the US. and United Kingdom 
health care systems, errors, quality and outcomes, 
workforce shortages, and professionalism. This 
general session encourages participation by all in 
attendance so that the views of practicing general 
surgeons on these topics can be shared. 

Panels on ventral hernia, melanoma for general 
surgeons, anorectal diseases, vascular access, pal- 
liative care in surgery, pancreatitis, and cancer 
case management will be complemented by popu- 
lar didactic courses in Minimal Access Surgery; 
Vascular Surgery 2002; Clinical Problems in 
Trauma and Emergency Surgery; and Informatics. 
Technical exhibits from more than 40 companies 
and highlights from the 2001 Clinical Congress 
Film Program will round out this exciting spring 
program. 

Make plans now to attend this important meet- 
ing. Information regarding the general sessions, 
postgraduate courses, and registration information 
will be mailed to Fellows in February. Registration 
will be available next month online at www.facs.org. 
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JAMES BLANK/SAN DIEGO CONV. & VISITORS BUREAU 



Preliminary program 

All general sessions will take place in the Hyatt Regency 
San Diego, San Diego, CA. 


General Sessions 


Sunday, April 14 

12:45-1:00 pm 

Welcome and Opening Remarks 

1:00-5:30 pm 
General Session (GSOl) 

Assembly for General Surgeons 

A Town Meeting — The 21st Century Health Care 
System 

moderator: George F. Sheldon, MD, FACS, Chapel Hill, 
NC 

Monday, April 15 

8:30-10:30 am. General Session (GS02) 

Ventral Hernia 

moderator: Jon M. Greif, DO, FACS, San Diego, CA 

11:00 am-12:00 noon. General Session (GS03) 
Excelsior Surgical Society/Edward D. Churchill Lecture 

Your Risky Heuristics and Me: Cognition and 
Competence 

Introducer: Paul Friedman, MD, FACS, Springfield, 
MA 

Lecturer: Lawrence W. Way, MD, FACS, San 
Francisco, CA 

1:30-5:00 pm. General Session (GS04) 

Melanoma for General Surgeons 

moderator: J. Michael Guenther, Jr., MD, FACS, Los 
Angeles, CA 

7:00-9:30 pm. Film Program (GS05) 

Highlights from the 2001 Clinical Congress Film 
Program in New Orleans 

introducer: Jeffrey H. Peters, MD, FACS, Los Angeles, 
CA 

Tuesday, April 16 

8:30-10:30 am. General Session (GS06) 

Anorectal Diseases 

moderator: Charles E. Littlejohn, MD, FACS, Stamford, 
CT 


8:30 am-12:00 noon. General Session (GS08) 

Palliative Care in Surgery 

CO-MODERATORS: 

K. Francis Lee, MD, FACS, Springfield, MA 
Robert A. Milch, MD, FACS, Cheektowaga, NY 

1:30-5:00 pm. General Session (GS07) 

Vascular Access 

moderator: A. Frederick Schild, MD, FACS, Miami, FL 

Wednesday, April 17 

9:00 am-12:00 noon. General Session (GS09) 

Pancreatitis 

moderator: Mark P. Gallery, MD, FACS, Boston, MA 

1:30-4:30 pm. General Session (GSIO) 

Cancer Case Management Presentations 

CO-MODERATORS: 

William B. Farrar, MD, FACS, Columbus, OH 
Alan T. Lefor, MD, FACS, Los Angeles, CA 


ACS Advisory Council 
for General Surgery 

CHAIR: Paul Friedmann, MD, FACS, Springfield, MA 
vice-chair: Joyce A. Majure, MD, FACS, Lewiston, ID 

Thomas V Berne, MD, FACS, Los Angeles, CA 
John L. Cameron, MD, FACS, Baltimore, MD 
James Cipolla, MD, Brooklyn, NY 
Richard J. Finley, MD, FACS, Vancouver, BC 
Nathalie Johnson, MD, FACS, Portland, OR 
Albert L. Kline, MD, FACS, Gulfport, MS 
Sally M. Knox, MD, FACS, Dallas, TX 
Charles D. Mabry, MD, FACS, Pine Bluff AR 
John K. MacFarlane, MD, FACS, Vancouver, BC 
Mark A. Malangoni, MD, FACS, Cleveland, OH 
Patricia J. Numann, MD, FACS, Syracuse, NY 
J. Patrick O’Leary, MD, FACS, JSlew Orleans, LA 
Victor E. Pricolo, MD, lACS, Providence, RI 
J. David Richardson, MD, FACS, Louisville, KY 
Charles F Rinker II, MD, FACS, Bozeman, MT 
A. Frederick Schild, MD, FACS, Miami, FL 
Jon S. Thompson, MD, FACS, Omaha, NE 
Jon A. Van Heerden, MD, FACS, Rochester, MN 

staff: 

Paul E. Collicott, MD, FACS, Chicago, IL, 

Director, Division of Member Services 
Mark Peterson, Chicago, IL 
Administrative Associate 
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Postgraduate Courses 

All Postgraduate Courses will take place at the Hyatt 
Regency San Diego. 


Postgraduate Course 1 — Informatics 

Sunday, April 14, 8:30 am-12:00 noon 

and 1:30-5:00 pm 

6 hours (2 sessions); Fee: $300 

chair: David A. Krusch, MD, FACS, Rochester, NY 

This course will expose the practicing surgeon to a 
variety of topics centered on the theme of medical 
informatics and the practical impact that it has on one’s 
surgical practice. Our wide array of experts in the field 
will discuss issues ranging from implementation and 
utilization of the electronic medical record, practice 
management systems, and data security, to the future 
of wearable computing. The course participants should 
acquire a working knowledge of the practicality of using 
information technology to improve their practices, 
from business aspects to patient care. 

Postgraduate Course 2 — 
Image-Guided Breast Biopsy 
(Core Lectures) 

Sunday, April 14, 7:30 am-12:00 noon 
4 hours; Fee: $250 

chair: Philip Z. Israel, MD, FACS, Marietta, GA 

The objective of this course is to teach surgeons how to 
identify mammographic abnormalities and to recognize 
when to order additional image studies. Surgeons will 
learn how to differentiate between benign and malignant 
lesions and when to recommend close follow-up as 
opposed to operation. Surgeons will learn how to 
correlate the mammographic image with the pathologic 
finding and to implement appropriate clinical pathways. 
The technique for the performance of stereotactic biopsy 
and ultrasound-guided biopsy will be reviewed. 

Postgraduate Course 3 — Surgical 
Education: Principles and Practice 

Sunday, April 14, 8:30 am-12:30 pm 
and 2:00-5:00 pm 
6 hours (2 sessions); Fee: $300 

co-chairs: Mary E. Maniscalco-Theberge, MD, FACS, 
Reston, VA 

Michael R. Marohn, DO, FACS, Alexandria, VA 
The objective of this course is to enhance the 


teaching skills of surgeons active in student and/or 
resident teaching. The principles of adult learning, 
needs assessment, questioning and feedback skills, and 
performance evaluation will be reviewed. In addition, 
participants will develop a thorough understanding of 
the practical applications of these principles, both in 
and out of the operating room. 

Postgraduate Course 4 — 

Ultrasound for Surgeons 

Sunday, April 14, 1:00-5:00 pm 
4 hours; Fee: $250 

chair: William R. Fry, MD, RVT, FACS, Colorado 
Springs, CO 

The objective of this course is to provide the 
practicing surgeon and surgical resident with a basic 
core of education and training in ultrasound imaging as 
a foundation for specific clinical applications. The basic 
core module or its equivalent is a prerequisite for 
education in advanced training modules in the 
management of specific clinical problems. 

The basic course is an introduction to ultrasound 
and does not qualify the surgeon to apply the technique 
independently. At the conclusion of this course, the 
surgeon will have completed didactic preparation 
necessary to undertake ultrasound skills training. 

Postgraduate Course 5 — 

Ultrasound Instructors Course 

Monday, April 15, 7:30 am-12:00 noon (lectures and 
workshop) 

4 hours; Fee: $100 

chair: Michael R. Marohn, DO, FACS, Alexandria, VA 

This course is designed to provide the experienced 
surgeon sonographer with the skills necessary to teach 
ultrasound to surgical residents at the local level and to 
practicing surgeons at the national level. 

Prerequisite: Approval by National Ultrasound 
Faculty Vice-Chair for Education; application required. 
Contact Darrell Sparkman at dsparkman@facs.org for 
additional information. 

Postgraduate Course 6 — 

Breast Ultrasound 

Monday, April 15, 8:30 am-12:00 noon 
and 1:00-5:00 pm (lectures and workshop) 

7 hours (2 sessions); Fee: $750 
co-chairs: 

Richard E. Fine, MD, FACS, Marietta, GA 
Edgar D. Staren, MD, PhD, FACS, Toledo, OH 
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The objective of this course is to introduce the 
practicing general surgeon to a focused module in 
diagnostic and interventional breast ultrasound. 
The program will consist of lectures and hands-on 
skill stations using a variety of ultrasound 
equipment. Live model and phantom breast 
moulages will be used to develop skills in breast 
ultrasound imaging and ultrasound-guided breast 
biopsy. 

Prerequisite: Ultrasound for Surgeons (PG 4). If 
you have not taken the ACS-sponsored prerequisite, 
but have taken a comparable course elsewhere, 
please include one of the following documents with 
your registration form: CME certificate, certificate 
of completion, registration confirmation/verification. 
If you do not have one of these documents, please 
contact the organization that sponsored the course 
to obtain it. Your registration will not be processed 
until your accompanying documentation has been 
approved by the National Ultrasound Faculty. 

Postgraduate Course 7 — Minimal 
Access Surgery 

Monday, April 15, 8:30 am-12:00 noon 
and 1:30-5:00 pm 
6 hours (2 sessions); Fee: $400 

chair: Desmond H. Birkett, MD, FACS, Burlington, MA 

The objective of this course is to provide practicing 
general surgeons information on established and 
emerging minimal access laparoscopic procedures. 
Topics include the treatment of achalasia, 
paraesophageal hernia, some of the difficult problems 
of gastroesophageal reflux disease, laparoscopic 
management of carcinoma of the colon and 
inflammatory bowel disease, and hand-assisted 
laparoscopy. Management of morbid obesity by gastric 
banding and gastric bypass, hernia repair, and 
laparoscopic management of solid organ procedures 
will also be discussed. 

Postgraduate Course 8 — Ultrasound 
in the Acute Setting 

Monday, April 15, 12:30-6:30 pm (lectures and 
workshop) 

6 hours (2 sessions); Fee: $750 

chair: Heidi L. Frankel, MD, FACS, New Haven, CT 

The objective of this course is to familiarize the 
participant with areas of ultrasound frequently used 
by general surgeons to evaluate patients with acute 
surgical problems. The participant will learn 
focused ultrasound examinations through individual 


hands-on experience and will acquire an 
understanding of the essentials of ultrasound 
technology and physics. 

Prerequisite: Ultrasound for Surgeons (PG 4). If you 
have not taken the ACS-sponsored prerequisite, but 
have taken a comparable course elsewhere, please 
include one of the following documents with your 
registration form: CMF certificate, certificate of 
completion, registration confirmation/verification. If 
you do not have one of these documents, please contact 
the organization that sponsored the course to obtain it. 
Your registration will not be processed until your 
accompanying documentation has been approved by 
the National Ultrasound Faculty. 

Postgraduate Course 9 — ^Abdominal 
Ultrasound: Transabdominal/ 
Intraoperative/Laparoscopic 

Tuesday, April 16, 7:30-9:30 am; 10:00 am-12 noon 
and 1:00-5:00 pm (lectures and workshop); 
Wednesday, April 17, 7:30 am-12 noon (workshop) 

12 hours (4 sessions); Fee: $1,500 

chair: Junji Machi, MD, PhD, FACS, Honolulu, HI 

The objective of this course is to provide the 
practicing surgeon and surgical resident with advanced 
education and training in abdominal ultrasound — 
including transabdominal, intraoperative, and 
laparoscopic ultrasound — as it is used in the diagnosis 
and treatment of abdominal diseases. This one-and-a- 
half-day course will consist of lectures and individual 
hands-on sessions. Human, live animal, excised liver, 
and phantom models will be used to develop skills in 
abdominal ultrasound imaging and ultrasound-guided 
procedure. 

Prerequisite: Ultrasound for Surgeons (PG 4). If you 
have not taken the ACS-sponsored prerequisite, but 
have taken a comparable course elsewhere, please 
include one of the following documents with your 
registration form: CMF certificate, certificate of 
completion, registration confirmation/verification. If 
you do not have one of these documents, please contact 
the organization that sponsored the course to obtain it. 
Your registration will not be processed until your 
accompanying documentation has been approved by 
the National Ultrasound Faculty. 

Postgraduate Course 10 — Vascular 
Surgery 2002 

Tuesday, April 16, 8:30 am-12:00 noon 
and 1:30-5:00 pm 
6 hours (2 sessions); Fee: $300 
chair: Joseph L. Mills, MD, FACS, Tucson, AZ 
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The objective of the first session of this course is to 
provide an update for the practicing surgeon on the 
available techniques to improve the quality and 
outcomes of hemodialysis access surgery and the 
implications of the recent National Kidney Foundation- 
Dialysis Outcome Quality Initiatives on the care of 
patients with end-stage renal disease. The second 
session will focus on the presentation and management 
of complications of vascular diseases and the methods 
and devices used to treat them. 

Postgraduate Course 13 — 

Advanced Coding for Surgeons 

Tuesday, April 16, 8:30 am-12:00 noon 

and 1:30-5:00 pm 

6 hours (2 sessions); Fee: $300 

chair: John T. Preskitt, MD, FACS, Dallas, TX 

The objective of this course is to provide an in-depth 
discussion of advanced concepts in ICD-9-CM diagnosis 
coding, CPT surgical coding and modifier use, reporting 
staged surgeries, consultations, and variables that 
influence the correct reporting of physician services, 
including the National Correct Coding Initiative and 
the impact of carrier medical review policies. The 
program will include hands-on case coding to ensure 
that participants can accurately code sample general 
surgery cases. At the conclusion of this program, 
participants will: (1) have a clear understanding of 
diagnostic and procedural codes and payor policies; (2) 
be able to accurately report patient encounters and 
procedures which will result in the appropriate 
reimbursement for surgical practices; and (3) be able to 
comply with the Office of Inspector General guidelines 
requiring physician practice compliance in order to 
prevent submission of erroneous claims to federal 
health care programs and abusive or fraudulent coding 
and reimbursement practices. Participants must bring 
their copies of the 2002 editions of Current Procedural 
Terminology (CPT) and ICD-9-CM to the course. This 
course is recommended for general surgeons with two 
years of solid coding experience. 

Postgraduate Course 11 — 
Stereotactic Breast Biopsy 

Wednesday, April 17, 7:30 am-12 noon and 1:00-5:00 
pm (lectures and workshop) 

8 hours (2 sessions); Fee: $750 

chair: Darius S. Francescatti, MD, FACS, Chicago, IL 

The objective of this course is to introduce the 
surgeon to the principles and practice of stereotactic 
biopsy as a minimal access means of obtaining tissue 


samples for diagnosing indeterminate or suspicious 
mammographic lesions. An overview of radiation safety 
issues as related to stereotaxis, as well as the technical 
efficacy and cost analysis of stereotactic versus other 
alternatives, will be presented. 

Prerequisite: Image-Guided Breast Biopsy (PG 2). If 
you have not taken the ACS-sponsored prerequisite, 
but have taken a comparable course elsewhere, please 
include one of the following documents with your 
registration form: CME certificate, certificate of 
completion, registration confirmation/verification. If 
you do not have one of these documents, please contact 
the organization that sponsored the course to obtain it. 
Your registration will not be processed until your 
accompanying documentation has been approved by 
the National Ultrasound Faculty. 

Postgraduate Course 12 — 

Clinical Problems in Trauma and 
Emergency Surgery 

Wednesday, April 17, 8:30 am-12:00 noon 

and 1:30-5:00 pm 

6 hours (2 sessions); Fee: $300 

chair: L.D. Britt, MD, MPH, FACS, Norfolk, VA 

The practices of general/trauma surgeons frequently 
involve a broad range of emergency surgery. The 
objective of this course is to familiarize participants 
with a range of acute surgical emergencies, including 
trauma, vascular, gastrointestinal, and surgical 
infections. Diagnosis and operative management will 
be emphasized. 


The Spring Meeting will conclude at 5:00 pm 
on Wednesday, April 17, 2002. 

The American College of Surgeons sponsors this 
conference to promote advances in surgery and other 
areas of science. The information presented through 
the programs and exhibits is not verified or endorsed by 
the American College of Surgeons. Presenters and 
exhibitors are solely responsible for content. 
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Registration Form 

American College of Surgeons 

30th Annual Spring Meeting 
April 14-17, 2002 
Hyatt Regency San Diego 
San Diego, California 


Mail registration form to: 

American College of Surgeons 

PO Box 92340 
Chicago, IL 60675-2340 

Or fax to: 800/682-0252 
Or register online at: www. facs.org 


Deadline for advance registration is March 6, 2002. Payment must accompany registration. 


Fellowship ID Number 

First Name and Initial 

Last Name 

Address (number, suite, and street) 

City 

State/Province ZIP/Postal Code 

Country 


Telephone ( ) Fax ( ) 

E-mail 


REGISTRATION FEES: APPROPRIATE STATUS MUST BE CHECKED 




On or Before 3/6 

After 3/6 

□ 

Fellow 

No Fee 

No Fee 

□ 

Associate Fellow 

No Fee 

No Fee 

□ 

ACS Candidate Group 

No Fee 

No Fee 

□ 

Medical Student (with letter of verification) 

No Fee 

No Fee 

□ 

Guest Physician 

$375 

$425 

□ 

Resident (with letter of verification) 

$100 

$125 

□ 

Allied Health Professional 

$150 

$200 

□ 

PhD 

$375 

$425 

□ 

Gommercial Press 

$125 

$175 


Gompanv: 



□ 

Gommercial Representative 

$375 

$425 


Gompany: 




POSTGRADUATE COURSE FEES: PLEASE INDICATE SELECTION(S) CLEARLY 


□ 

PG 1 

Informatics 

$300 

□ 

PG2 

Image-Guided Breast Biopsy 

$250 

□ 

PG3 

Surgical Education: Principles and Practice 

$300 

□ 

PG4 

Ultrasound for Surgeons 

$250 

□ 

PG 5 

Ultrasound Instructors Gourse 

(approval of National Ultrasound Faculty required) 

$100 

□ 

PG6 

Breast Ultrasound 

Prerequisite: Ultrasound for Surgeons (PG 4) 

$750 

□ 

PG7 

Minimal Access Surgery 

$400 

□ 

PG 8 

Ultrasound in the Acute Setting 

Prerequisite: Ultrasound for Surgeons (PG 4) 

$750 

□ 

PG9 

Abdominal Ultrasound 

Prerequisite: Ultrasound for Surgeons (PG 4) 

$1,500 

□ 

PG 10 

Vascular Surgery 2002 

$300 

□ 

PG 11 

Stereotactic Breast Biopsy 

Prerequisite: Image-Guided Breast Biopsy (PG 2) 

$750 

□ 

PG 12 

Glinical Problems in Trauma and Emergency Surgery 

$300 

□ 

PG 13 

Advanced Goding for Surgeons 

$300 


Note: Additional information 
on prerequisites can be 
found in the Postgraduate 
Course section. 


Please Indicate Amount Due: 


Registration Fee $ 

Postgraduate Course Fee(s) $ 

Total Due $ 


FORM CONTINUES 0 


BACK 
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PAYMENT INFORMATION 


Payment must accompany your registration. Make checks payable in U.S. funds to: 
American College of Surgeons 

If paying by credit card, please complete 

□ Visa □ MasterCard □ American Express 

Credit Card Number Exp. Date (mm/yy) 

Name on Credit Card 
Signature 


SURGICAL SPECIALTY (PLEASE INDICATE) 


□ General Surgery (SUR) 

□ Cardiothoracic Surgery (THO) 

□ Colon and Rectal Surgery (CRS) 

□ Gynecology & Obstetrics (OBG) 

□ Neurological Surgery (NEU) 

□ Ophthalmic Surgery (OPT) 

□ Orthopaedic Surgery (ORT) 

□ Otorhinolaryngology (ORE) 

□ Pediatric Surgery (PED) 

□ Plastic and Maxillofacial Surgery (PEA) 

□ Urological Surgery (URO) 

□ Vascular Surgery (VAS) 

□ Other 


CANCELLATION POLICY 


Registration fees will be refunded if a 
written request is received at the College 
and postmarked no later than March 6, 

2002. 

A $50 handling fee will be retained. 
Registrations postmarked after March 6, 
2002, will not be eligible for refunds. 

Confirmation will be mailed to all registrants. 
Please assure legibility prior to mailing/faxing. 
Please do not submit repeatedly. 

36 
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Americans with Disabilities 
Act 

□ Check here if special services are 
required due to a disability. 

Please specify 


An ACS staff person will contact you. 
Please provide a daytime phone number 
or e-mail address: 

phone ( ) 

e-mail 






Registration information 

Registration includes name badge and entrance to 
all sessions other than postgraduate courses. Registered 
attendees may purchase postgraduate course tickets 
based upon availability. Advance registration is 
strongly encouraged and open to all physicians and 
individuals in the health care field. You can register by 
one of the following methods: 

Online: Register online at: www.facs.org. Visa, 
MasterCard, or American Express payment of all 
applicable fees must be paid at the time of your online 
registration. 

By fax: Complete the registration form and fax to 
800/682-0252 or 312/202-5003. Visa, MasterCard, or 
American Express payment of applicable fees must be 
included on your faxed registration. Purchase orders 
are not accepted. Your registration will not be processed 
without the appropriate payment information. You do 
not need to mail the original registration form from this 
program if you submitted your registration by fax. 

By mail: Complete and mail the registration form to: 
American College of Surgeons, P.O. Box 92340, 
Chicago, IL 60675-2340. Payment of all applicable fees 
must accompany your registration. 

The deadline for advance registration is March 6, 
2002. Registrations received and postmarked after 
March 6 will be billed according to the fees indicated on 
the registration form. Formal, written confirmation 
will be mailed to all advance registrants upon successful 
processing. 

Prior to the meeting, each advance registrant will 


receive their official name badge, attendance verification 
card, and postgraduate course ticket(s), if applicable. 
Postgraduate course syllabi will be distributed on site 
in San Diego. 

If you are unable to register in advance, bring the 
completed registration form with proper credentials 
and payment information, if applicable, to the on-site 
registration area of the Hyatt Regency San Diego. 

Cancellation: Registration fees will be refunded if a 
written request is received at the College and 
postmarked no later than March 6, 2002. A $50 
handling fee will be retained. Cancellations received 
after March 6 will not be eligible for refunds. 

Registration location and hours 

All advance and on-site registration activity will be 
held at the Hyatt Regency San Diego as follows: 


Sunday, April 14 
Monday, April 15 
Tuesday, April 16 
Wednesday, April 17 


7:00 am- 5:30 pm 
7:00 am- 7:00 pm 
7:00 am- 5:00 pm 
7:00 am-12:00 noon 


There is no on-site registration fee for Fellows, 
Associate Fellows, and ACS Candidate Group members. 
Postgraduate course tickets may be purchased on site 
in San Diego subject to availability. 


Registration fees! credentials 

Please note the table below for various registration 
fees and credentials required for processing your 
registration. 


Registration fees/credentials 


Category 

Credentials 

On or before 3/6/02 

After 3/6/02 

Fellow 

Current white ID card 

No fee 

No fee 

Associate Fellow 

Current yellow ID card 

No fee 

No fee 

Candidate Group 

Current blue ID card 

No fee 

No fee 

Guest physician 

Medical identification 

$375 

$425 

Resident 

Letter of verification 

$100 

$125 

Medical student 

Letter of verification 

No fee 

No fee 

PhD 

Business card 

$375 

$425 

Allied health 

Medical identification 

$150 

$200 

Commercial press 

Business card 

$125 

$175 

Commercial representative 

Business card 

$375 

$425 


*The American College of Surgeons is pleased to offer discounted registration fees for residents and students. Please submit 
a letter verifying your educational status with your completed registration form to expedite processing. Residents should 
obtain a letter from their program director, and students should contact their department chairs. 


JANUARY 2002 BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS 



Postgraduate coursesifees 

Course tickets may only be purchased by registered 
meeting attendees. Each course requires a ticket for 
admission. Tickets may only be exchanged before the 
beginning of a course. Seating is limited. 

Cancellation: Postgraduate course fees will be 
refunded if a written request is received by the College 
and postmarked no later than March 6, 2002. A $50 
handling fee will be retained. Cancellations received 
after March 6 will not be eligible for refunds. The 
American College of Surgeons reserves the right to 
cancel any regularly scheduled session prior to the start 
of the meeting. 

Technical exhibits 

To enhance the educational value of the meeting, 
over 40 companies will display products or services 
related to the practice of surgery. Your registration 
includes a reception Monday, April 14, 5:00 to 7:00 pm, 
in the exhibit hall. Technical exhibits will be open 
Monday from 12:00 noon to 3:30 pm and from 5:00 to 
7:00 pm for the reception. The exhibit hall will be open 
Tuesday, April 15, from 10:00 am to 3:30 pm. 

Accreditation 

The American College of Surgeons is accredited by 
the Accreditation Council for Continuing Medical 
Education (ACCME) to sponsor continuing medical 
education for physicians. 

CME credit 

The American College of Surgeons designates this 
educational activity for a maximum of 35 hours in 
Category 1 credit toward the AM A Physician’s 
Recognition Award. Each physician should claim only 
those hours of credit that he^he actually spent in the 
educational activity. 

Audio tapes 

Selected postgraduate courses, general sessions, and 
named lectures will be recorded live and will be 
available for purchase on audiocassettes. Additional 
information will be available on site in San Diego at the 
National Audio Video booth near the registration area. 

Location 

As California’s second largest city and the seventh 
largest in the U.S., San Diego is a thriving cosmopolitan 
center with a relaxed atmosphere. Known for its near- 
idyllic climate, 70 miles of pristine beaches, and array of 
world-class family attractions, San Diego offers a wide 
variety of things to see and do, appealing to guests from 
around the world. Included among San Diego’s major 
attractions are: the world famous San Diego Zoo; Sea 
World; historic Old Town; the Gaslamp Quarter; and 



The Gaslamp Quarter, San Diego, CA. 


Balboa Park, which offers 15 museums, numerous art 
galleries, and the Globe Theatres. Just a few miles to 
the north of the city. La Jolla offers the Scripps 
Aquarium, Scripps Institute of Oceanography, and the 
Salk Institute, while the border town of Tijuana, 
Mexico, provides wonderful bargain shopping. 

San Diego is serviced by Lindberg International 
Airport, which is located three miles from the meeting 
venue. Information regarding ground transportation 
will be included with registration confirmation 
materials. 
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Hotel reservations 

The 30th Annual Spring Meeting will be held at the 
Hyatt Regency San Diego. Located on San Diego Bay, 
the Hyatt offers luxurious water- view guest rooms with 
full amenities, a business center, and a complete fitness 
center with pool/whirlpool, bike trails, and tennis 
courts. The hotel’s resort-like setting is complemented 
with shopping, entertainment, and additional dining 
options located at adjacent Seaport Village. Reservations 
can be made by calling the hotel directly at the numbers 
listed below. Please indicate that you will be attending 
the ACS Spring Meeting in order to obtain the special 
group rates. 

Hyatt Regency San Diego 

One Market Place 

San Diego, CA 92101 

Hotel main phone: 619/232-1234 

Hyatt reservations: 800/233-1234 

Hotel reservations fax: 619/645-6237 

Hotel guest fax: 619/233-6464 

ACS group rates: $213.00 single/double occupancy 

Reservations made after the housing deadline of 
March 18, 2002, or after the room block fills, are subject 
to space and rate availability. A deposit of one night’s 
stay is required when making your reservation, payable 
via check or credit card. The deposit is refundable if the 
reservation is cancelled at least 24 hours prior to 4:00 
pm the day before the scheduled arrival date. 

Transportation 

Special meeting saver airfares are available on 
United or Delta Airlines. Choose from the following 
savings options: 

• Receive a 5 percent discount off lowest 
applicable domestic published fares. 

• Receive a 10 percent discount off the published 
unrestricted coach fares. 

• Obtain a 5 percent additional discount on the 
above fares if tickets are purchased at least 60 days in 
advance. 

Area/zone fares based on geographic location are 
also available with no Saturday night stay required. 
Minimum stay (one to two nights) varies by airline; 
seven-day advance purchase required. (Zone fares not 
available through online ticket purchase; please call 
numbers below). 

These special discounts are available by contacting 
the designated ACS travel agency, I.T.S. Group of 
ExpoExchange, or by calling either official airline 
directly (either independently or through a travel 
agent). Be sure to indicate the name of the meeting to 
which you will be traveling and refer to the ACS file 
numbers to obtain the special fares. 


United Airlines Delta Air Lines 

800/521-4041 800/241-6760 

7:00 am-10:00 pm (ET) 8:30 am-ll:00 pm (ET) 

ACS File 501CR ACS File 182140A 

I.T.S. 

800/621-1083 or 847/940-1176 
8:00 am-5:00 pm (M-F, CT) 

($20 service fee applies) 

NEW! Save time and book your travel online 
through the ACS Web site! Go to www.facs.org for 
further details. 
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study of volunteerism among surgeons 


To Fellows of the College: 

The promotion of volunteerism has long been an interest of the American College of 
Surgeons (ACS), but only recently has it become a strategic mission for the College. 
Over the past two years, the Socioeconomic Issues (SEI) Committee of the Board of 
Governors has developed a program to discover and promote the provision of volunteer 
services to those in need locally, nationally, and internationally Our preliminary data, 
drawn from interviews, focus groups, and replies from a survey of the Governors, indi- 
cate a truly remarkable number of individual surgeons and groups organized to bring 
surgical care to people in need. 

With the support of the Regents, the SEI Committee now seeks to gather informa- 
tion from all ACS Fellows. We will use this information to help the ACS develop policies 
and services that would facilitate volunteerism among surgeons and to provide a forum 
for sharing experiences and insights into volunteerism. 

PLEASE TAKE A MINUTE TO FILL OUT AND RETURN THE ATTACHED POST- 
AGE PAID POSTCARD. 

We want to hear from you and get your input so we can better understand how we 
can help. This study is simply meant to gather information — we will not contact you to 
solicit your involvement in volunteer activities. Thank you in advance. With your in- 
put, the ACS can better work for you. 

Andrew L. Warshaw, MD, FACS 

Chair 

Committee on Socioeconomic Issues 
ACS Board of Governors 
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KEEPING CURRENT, from page 27 


will have to ascertain the relation of the mass 
to adjacent structures. In a patient with sus- 
pected metastatic cancer, FNA is a sensible 
choice: It will confirm the presence of malig- 
nancy and may suggest a source of the primary 
cancer. In their newly updated chapter, the au- 
thors review not only the logical steps of workup 
and diagnosis of neck mass, but also the subse- 
quent treatment decisions, including both the 
surgical and the medical options. 

The full text of “Neck Mass” may be viewed 
online in the physician portion of the WebMD Web 
site, at WWW. webmd.com. Click on ‘‘ACS Surgery: 
Principles and Practice. 


Looking ahead 

New chapters scheduled to appear as online up- 
dates to ACS Surgery: Principles and Practice in 
the first part of 2002 include “Open Esophageal 
Procedures,” by Richard Finley, MD, FACS, and 
John Yee, MD; “Acute Renal Failure,” by Anthony 
A. Meyer, MD, FACS, and Renae Stafford, MD; 
“Injuries to the Great Vessels of the Abdomen,” 
by David V Feliciano, MD, FACS; “Jaundice,” by 
Jeffrey Barkun, MD, and Alan Barkun, MD; “GI 
Endoscopy,” by Jeffrey Ponsky, MD, FACS; and 
“Emergency Department Evaluation of the Pa- 
tient with Multiple Injuries,” by Felix Battistella, 
MD, FACS. 0 


Yocma 
SuraLCdl 
Inmstiaa±on 


I 


March S'10j 2002 


Lamdomiey Resort 
Con^ercftcex Center 
Leesburg, VA 


SgoKsorecC by the SurjLcal Research 
oMxi EcUicatloKy ComjMjutteeof 
tke AHterLcoM/ CoUe^e oJ^SurjeoKs 


The Surgical Research and Education Committee of the American College of Sur- 
geons has organized the Sixth Biennial Young Surgical Investigators' Conference 
to assist surgeon-scientists who are entering the process of obtaining extramural, 
peer-reviewed grant support for their work. The goal of these conferences, held 
with staff members of the National Institutes of Health (NIH) in attendance, is to 
introduce young surgeons to the process, the content, the style, and the people 
involved in successful grant-writing and interactions with the NIH. 

The program will include intensive exposure to: 

— NIH programs and policies 
— Information from NIH Institutes 
— What programs are best and available for your 
research project and how to apply 
— Workshops in hypothesis testing, methodology, 
background, and preliminary results 
— Grant-writing strategies 
— Mock study sections reviewing model grants 

The program and registration form are available on-line at http://www.facs.org/ 
dept/serd/srec/y oungsurg.html. For further information, contact Ms. Susan 
Grunwald, Office of Evidence-Based Surgery, American College of Surgeons, 
633 N. Saint Clair St., Chicago, IL 60611; phone 312/202-5231; fax 312/202- 
5011; e-mail sgrunwald@facs.org 
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2002 Travelling Fellow selected 


Douglas Tyler, MD, FACS, 
chief of surgical oncology at 
Duke University Medical Cen- 
ter, Durham, NC, was selected 
as the 2002 Australia and New 
Zealand (ANZ) Chapter of the 
ACS Travelling Fellow. As the 
Travelling Fellow, Dr. Tyler 
will participate in the annual 
scientific congress of the Royal 
Australasian College of Sur- 
geons in Adelaide, Australia, 


May 12-17, 2002. He will at- 
tend the ANZ Chapter meeting 
during that congress, and will 
then travel to several surgical 
centres in Australia and New 
Zealand. 

Requirements for the 2003 
Travelling Fellowship appear 
on page 50 of this month’s Bul- 
letin, they can also be viewed 
on the College’s Web site, at 
www.facs.org. 



Dr. Tyler 


2002 International Guest Scholars selected 


Six International Guest Schol- 
arships for 2002 were awarded 
by the Board of Regents at the 
87th annual Clinical Congress. 
This program enables talented 
young academic surgeons from 
countries other than the U.S. or 
Canada to attend and partici- 
pate in the activities of the Clini- 
cal Congress, then to tour surgi- 
cal institutions of their choice in 


North America. The program is 
administered by the College’s 
International Relations Com- 
mittee. The requirements for 
applicants for the 2003 Interna- 
tional Guest Scholarships ap- 
pear on page 51. 

The 2002 International Guest 
Scholars are: Isidore DiCarlo, 
MD, Francavilla di Sicilia, 
Italy (Abdol Islami Scholar); 


Gonzalo A. Fernan-dez 
Naone, MD, Montevideo, Uru- 
guay; Gareth J. Morris-Stiff, 
MB, BCh, FRCS (Eng), 
Pontypridd, Wales; William N. 
Sanchez Maldonado, MD, 
Bogota, Colombia; Christian 
W. Schinkel, MD, Munich, 
Germany; and Vladislav V. 
Semiglasov, MD, St. Peters- 
burg, Russia. 


Applications being accepted 

for research award in academic vascular surgery 


The Pacific Vascular Re- 
search Foundation is accepting 
applications for the 2002 Wylie 
Scholar Award in Academic 
Vascular Surgery. The award is 
intended to enhance the career 
development of academic vas- 
cular surgeons with an estab- 
lished research program in 
vascular disease and is in the 
amount of $50,000 per year for 
three years. Funding for the 


second and third years is sub- 
ject to review of acceptable 
progress reports. 

The candidate must be a vas- 
cular surgeon who has com- 
pleted an accredited residency 
in general vascular surgery 
and who holds a full-time ap- 
pointment at a medical school 
accredited by the Liaison Com- 
mittee on Medical Educators in 
the U.S. or the Committee for 


the Accreditation of Canadian 
Medical Schools in Canada. 

Applications are due February 
1, 2002, for the award to be 
granted July 1, 2002. Applica- 
tions and further information 
may be obtained by contacting 
the Pacific Vascular Research 
Foundation, Wylie Scholar 
Award, 3627 Sacramento St., 
San Francisco, CA 94118, e-mail 
PVRFSF@aol.com. 
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Credentialing, malpractice 
key issues at AMA meeting 


During the Interim Meeting of 
the American Medical Associ- 
ation’s (AMA) House of Del- 
egates on December 1-5, 2001, 
the College’s delegation was suc- 
cessful in achieving passage of 
a resolution pertaining to 
prompt initial credentialing of 
physicians by managed care 
plans. This resolution states 
that Medicare, Medicaid, and 
managed care organizations 
should: (1) make final physician 
credentialing determinations 
within 45 calendar days of re- 
ceiving a completed application; 
(2) grant provisional creden- 
tialing pending a final determi- 
nation if the process exceeds 45 
days; and (3) retroactively com- 


pensate physicians for services 
rendered from the date of their 
application once they are cre- 
dentialed. The resolution also 
directed the AMA to develop 
model state legislation on this 
issue and to work with state 
medical associations to achieve 
its passage. 

A dominant issue at the meet- 
ing was the growing malpractice 
crisis, a fact that resulted in the 
adoption of a resolution that 
places tort reform, particularly 
a cap on noneconomic damages, 
at the top of the AMA’s state and 
federal legislative priority lists. 
It also calls for a new coalition 
effort to develop and implement 
a comprehensive strategic plan 


to address all aspects of the cri- 
sis. The resolution includes a 
provision, put forth by the Col- 
lege, to develop and promote a 
methodology for improving the 
adequacy of reimbursement for 
professional liability expenses 
under federal, state, and private 
health insurance programs. The 
College’s delegation included 
Executive Director Thomas R. 
Russell, MD, FACS, Richard 
Reiling, MD, FACS, Charles Lo- 
gan, MD, FACS, Amilu Roth- 
hammer, MD, FACS, and Tho- 
mas Whalen, MD, FACS. For 
more information, contact Jon 
Sutton at 312/202-5358, or via 
e-mail atjsutton@facs.org. 


Select postgraduate course syllabi 
now available on CD-ROM 


A CD-ROM containing 20 se- 
lect postgraduate course syllabi 
from the 2001 Clinical Congress 
in New Orleans, LA, is now 
available for purchase through 
the College’s Web site at http:! I 
www.facs.orglmembersi 
member s.html. Scroll down the 
page and click on the “Publica- 
tions and Services Catalog” link; 
after entering the catalog, click 
on the “Keeping Current” link. 
The CD-ROM may also be or- 
dered by calling ACS Customer 
Service at 312/202-5474. 

The CD-ROM contains syllabi 
from the following postgraduate 
courses: Professional Liability 


and Risk Management in a 
Changing Health Care Environ- 
ment; Head and Neck Surgery; 
Diseases of the Liver, Biliary 
Tract, and Pancreas; Vascular 
Surgery; Thoracic Surgery; Cur- 
rent Controversies in Cancer 
Management; Gastrointestinal 
Disease; Minimal Access Sur- 
gery; Clinical Update in 
Trauma; Cardiac Surgery; 
Laparoscopy and Urology; Sur- 
gical Infection and Antibiotics; 
Breast Disease; Pre- and Post- 
operative Care (Nutritional 
Support); Anesthetic Innova- 
tions for Improving Surgery and 
Postoperative Pain Control; 


Practical Operating Room Man- 
agement for Surgeons; Complex 
Hemangiomas and Vascular 
Malformations; Perioperative 
Care of the Anemic Patient; Co- 
lon and Rectal Surgery; and The 
Anatomy and Surgical Correc- 
tion of Groin and Abdominal 
Wall Hernias. 

The CD-ROM is available for 
$35, with an additional charge 
of $12 for shipping and handling 
for international orders. For 
further information, contact 
Dawn Pagels, tel. 312/202-5185, 
or e-mail dpagels@facs.org. 
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the latest word from the 
American College of Surgeons 


Take a moment from your busy schedule and enroll, using 
the easy form below. We’ll send you everything you’ll 
need to maintain your excellent surgical form. 


count on knowledge — 
for better patient care 


cm 


STATE/ PROV. 


ZIP/ POST CODE 



TEL ( 


SPECIALTY 


status / enrollment fees 


Your enrollment fee includes both book and 
CD“ROM formats and 60 hours of category 1 
credit if response materials are returned, 

amount 


0 I am a FELLOW in good standing of the American College of Surgeons. 
Fellowship ID# 

$345. 

$ 

Ql am an ASSOCIATE FELLOW in good standing of the American Collge of Surgeons, 
Associate Fellowship ID# 

$265. 

$ 

O I am a PARTICIPANT in the ACS Candidate Group and have paid my current dues. 
Candidate ID # 

$160. 

$ 

O I am a RESIDENT in a surgical residency program accredited by the Accreditation Council 
for Gradutate Medical Education and listed in the Graduate Medical Education Directory. 
A LETTER IS ENCLOSED from my program director or administrator. 

$215. 

$ 

O I am none of the above, but wish to enroll. 

$475. 

$ 


Charge my; 
Card j? 


O VISA 


O MasterCard 


Cardholders Signature 

O My check for the amount indicated 
$ is enclosed. 

Make check payable 
(U.S. currency only) to the: 
AMERICAM COLLEGE OF SURGEONS 
633 N. Saint Clair St. 

Chicago IL 606U-3211 


O American Express 
Exp. Date / 


call toil free or fax 

(credit card orders only): 

tel 800/251-3775 

fax 312/202-5005 

For more information, visit our 

Website www.facs.org 


Subtotal 


Add 8.75)S sales tax only 
for deliveries to IL 


TOTAL 


thank you 
for participating 



2003 Australia and New Zealand 
Travelling Fellowship available 


The International Relations Committee of the 
American College of Surgeons (ACS) announces 
the availability of a travelling fellowship, the Aus- 
tralia and New Zealand (ANZ) Chapter of the 
American College of Surgeons Travelling Fellow- 
ship. 

Purpose 

The purpose of this fellowship is to encourage 
international exchange of surgical scientific infor- 
mation. 

Basic requirements 

The fellowship is available to a Fellow of the ACS 
in any of the surgical specialties who meets the fol- 
lowing requirements: 

• Has a major interest and accomplishment in 
basic science related to surgery. 

• Holds a current full-time academic appoint- 
ment in Canada or the U.S. 

• Is under 45 years of age on the date the ap- 
plication is filed. 

• Is enthusiastic, personable, and possesses 
good communication skills. 

Activities 

The Fellow is required to spend a minimum of 
two or three weeks in Australia and New Zealand. 

• To attend and participate in the Annual Sci- 
entific Congress of the Royal Australasian College 
of Surgeons, which will be held in Brisbane, 
Queensland (May 5-9, 2003). 

• To participate in the formal convocation cer- 
emony of that congress. 

• To attend the ANZ Chapter meeting during 
that congress. 

• To visit at least two medical centres (other 
than the Scientific Congress city) in Australia and 
New Zealand before or after The Annual Scien- 
tific Congress of the Royal Australasian College of 
Surgeons to lecture and to share clinical and sci- 
entific expertise with the local surgeons. 

The academic and geographic aspects of the itin- 
erary would be finalized in consultation and mu- 


tual agreement between the Fellow and the Presi- 
dent or designated representative of the Australia 
and New Zealand Chapter of the ACS. The surgi- 
cal centres to be visited would depend to some ex- 
tent on the special interests and expertise of the 
Fellow and his or her previously established pro- 
fessional contacts with surgeons in Australia and 
New Zealand. 

It is hoped that his/her spouse will accompany 
the successful applicant. There will be many op- 
portunities for social interaction, as well as these 
professional activities. 

Financial support 

The Australia and New Zealand Chapter and the 
College will provide the sum of $12,000 U.S. to the 
successful applicant, who will also be exempted 
from registration fees for the Annual Scientific 
Congress. He/she must meet all travel and living 
expenses. Senior chapter representatives will con- 
sult with the Fellow about the centres to be visited 
in Australia and New Zealand, the local arrange- 
ments for each centre, and other advice and rec- 
ommendations about travel schedules. The Fellow 
is to make his/her own travel arrangements in 
North America, as this makes available to him/her 
reduced fares and travel packages for travel in 
Australia and New Zealand. 

The ACS International Relations Committee will 
select the Fellow after review and evaluation of the 
final applications. A personal interview may be re- 
quested prior to the final selection. 

Applications for this travelling fellowship may 
be obtained from the College’s Web site 
(www.facs.org) or by writing to the International 
Liaison Division, American College of Surgeons, 
633 N. Saint Clair St., Chicago, IL 60611-3211. 

The closing date for receipt of completed appli- 
cations is April 1, 2002. 

The successful applicant and an alternate will 
be selected and notified in August 2002. The for- 
mal announcement of the recipient will be made 
during the 2002 Clinical Congress of the ACS in 
San Francisco, CA, October 6-11. 
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International Guest Scholarships 
available for 2003 


The American College of Surgeons (ACS) offers 
International Guest Scholarships to competent 
young surgeons who have demonstrated strong 
interests in teaching and research. The scholar- 
ships, in the amount of $10,000 each, provide the 
Scholars with an opportunity to visit clinical and 
teaching centers in North America and to attend 
and participate fully in the educational opportu- 
nities and activities of the ACS Clinical Congress. 

This scholarship endowment was originally pro- 
vided through the legacy left to the College by Paul 
R. Hawley, MD, former College Director. Recently, 
a bequest from the family of Abdol Islami, MD, 
FACS, and gifts from others to the International 
Guest Scholarship endowment have allowed the 
College to expand the number and the amount of 
the scholarship award. 

The scholarship requirements are: 

• Applicants must be graduates of schools of 
medicine. 

• Applicants must be at least 30 years old, but 
no older than 41, on the date that the completed 
application is filed. 

• Applicants must submit their applications 
from their intended permanent location. Applica- 
tions will be accepted for processing only when the 
applicants have been in surgical practice, teach- 
ing, or research for a minimum of one year at their 
intended permanent location, following completion 
of all formal training (including fellowships and 
scholarships). 

• Applicants must have demonstrated a com- 
mitment to teaching and/or research in accordance 
with the standards of the applicant’s country. 

• Applicants whose careers are in the develop- 
ing stage are deemed more suitable than those who 
are serving in senior academic appointments. 

• Applicants must submit a fully completed 
application form provided by the College, either 
from the Web site or in paper format. The applica- 
tion must be typewritten and in English. Submis- 
sion of a curriculum vitae only is not acceptable. 

• Applicants must provide a list of all of their 
publications and must submit, in addition, three 


complete publications (reprints or manuscripts) of 
their choice from that list. 

• Applicants must submit letters of recommen- 
dation from three of their colleagues. One letter 
must be from the chair of the department in which 
they hold academic appointment or from a Fellow 
of the ACS residing in their country. The chair’s 
or the Fellow’s letter should include a specific state- 
ment detailing the nature and extent of the teach- 
ing and other academic involvement of the appli- 
cant. Letters of recommendation should be sub- 
mitted in envelopes sealed by the recommenders. 
These letters are to be submitted with the com- 
pleted application form. 

• Applicants may submit a photograph. (Pass- 
port size is preferable.) 

• The International Guest Scholarships must 
be used in the year for which they are designated. 
They cannot be postponed. 

• Applicants who are awarded scholarships are 
expected to provide a full written report of the ex- 
periences provided through the Scholarships upon 
completion of their tours. 

• An unsuccessful applicant may reapply only 
twice and only by completing and submitting a 
current application form provided by the College, 
together with supporting documentation. 

The scholarships provide successful applicants 
with the privilege of participating in the College’s 
annual Clinical Congress in October, with public 
recognition of their presence. They will receive com- 
plimentary admission to selected postgraduate 
courses plus admission to all lectures, demonstra- 
tions, and exhibits, which are an integral part of the 
Clinical Congress. Assistance will be available in 
arranging visits, following the Clinical Congress, to 
various clinics and universities of their choice. 

In order to qualify for consideration by the se- 
lection committee, all of the above requirements 
must be fulfilled. 

Formal ACS International Guest Scholar appli- 
cation forms may be obtained from the College’s Web 
site ( www.facs.org) or by writing to the International 
Liaison Division, American College of Surgeons, 633 
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N. Saint Clair St, Chicago, IL 60611-3211, USA. 

Completed application forms for the Interna- 
tional Guest Scholarships for the year 2003 and 
all of the supporting documentation must be re- 
ceived at the office of the International Liaison 
Division prior to July 1, 2002, in order for an ap- 
plicant to receive consideration by the selection 


committee. All applicants will be notified of the 
selection committee’s decision in November 2002. 
Applicants are urged to submit their completed ap- 
plications and supporting documents as early as 
possible in order to provide sufficient time for pro- 
cessing. 


WHAT SURGEONS SHOULD KNOW ABOUT..., from page 11 


3351 was introduced in the House as a compan- 
ion bill by Reps. Michael Bilirakis (R-FL) and 
Sherrod Brown (D-OH). At press time, the fu- 
ture of this legislation was uncertain. But, in 
any event, it is clear that the College and all 


medical and surgical specialty societies must de- 
vote considerable resources this year in a coop- 
erative endeavor to implement substantial 
changes to a number of fatal flaws in the Medi- 
care payment system. 0 





The Office of Continuing Medical Education of the 
American College of Surgeons has announced the 
launch of a CME Joint Sponsorship Program. The 
program will be conducted by the ACS as a national 
accrediting organization under the Accreditation 
Council for Continuing Medical Education and will 
offer cost-effective joint sponsorship to not-for-profit 
surgical organizations nationwide for the CME pro- 
grams and meetings. 


Further information and appfication materials are 
available from the program’s administrator, Kathleen 
Goldsmith, atJSP@facs.org. 


47 
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ACS Scholarships, Fellowships, 
Award available 

Resident Research Fellowships, July 1, 2003 - June 30, 2005 


The American College of Surgeons (ACS) is of- 
fering two-year resident research scholarships. 
Eligibility for these scholarships is limited to the 
research projects of residents in surgery or a sur- 
gical specialty 

American College of Surgeons Resident 
Research Scholarship. These scholarships are 
supported by the generosity of Fellows, chapters, 
and friends of the College, to encourage resi- 
dents to pursue careers in academic surgery 

Ethicon Scholarship of the American Col- 
lege of Surgeons for the Study of Surgical 
Wound Healing. This scholarship is funded by a 
grant from Ethicon, Inc., and Ethicon Endo-Sur- 
gery to encourage residents to pursue careers in 
academic surgery. The scholarship is intended pri- 
marily to stimulate interest in the healing of soft 
tissue and minimally invasive surgery. Proposals 
may include the biology of wound repair, compli- 
cations of wound repair, or the application of new 
technologies to clinical problems. 

Wyeth-Ayerst Scholarship of the Ameri- 
can College of Surgeons. Wyeth-Ayerst Phar- 
maceuticals has provided an unrestricted edu- 
cational grant to the ACS to fund a Resident Re- 
search Scholarship. The purpose of the scholar- 
ship is to provide two years of laboratory expe- 
rience to residents performing surgical research 
related to biological and physiological aspects 
of inflammation. 

General policies covering the granting of the 
ACS Resident Research Scholarships are: 

• The applicant must be a Candidate Group 
member of the College who has completed two 
postdoctoral years in an accredited surgical 
training program in the U.S. or Canada at the 
time the scholarship is awarded, July 1, 2003, 
and shall not complete formal residency train- 
ing before June 2005. Scholarships do not sup- 
port research after completion of the chief resi- 
dency year. 


• The scholarship is awarded for two years, 
and acceptance of it requires commitment for 
the two-year period. The award is to support a 
research plan for the two years of the scholar- 
ship, July 2003 through June 2005. Priority will 
be given to the projects of residents involved in 
full-time laboratory investigation. Study outside 
the U.S. or Canada is permissible. Renewal of 
the scholarship for the second year is required 
and is contingent upon the acceptance of a 
progress report and research study protocol for 
the second year, as submitted to the Scholarships 
Division of the College by May 1, 2004. 

• Application for these scholarships may be 
submitted even if comparable application to 
other organizations has been made. If the re- 
cipient accepts a scholarship/fellowship from an- 
other agency or organization, the ACS Resident 
Research Scholarship will be withdrawn. It is 
the responsibility of the applicant to notify the 
Scholarships Division of the College of compet- 
ing awards. 

• The scholarship is $30,000 per year; the to- 
tal amount is to support the research of the re- 
cipient and is not to diminish or replace the 
usual or expected compensation or benefits of 
the recipient. Indirect costs are not paid to the 
recipient or to the recipient’s institution. 

• The scholar is expected to attend the Clini- 
cal Congress of the ACS in 2005 to present a 
report on the research to the Scholarships Com- 
mittee on October 16, and to receive a certifi- 
cate at the Annual Meeting of Fellows and Ini- 
tiates on October 21. 

• Approval of the application is required 
from the administration (dean or fiscal officer) 
of the institution. Supporting letters from the 
head of the department of surgery (or the surgi- 
cal specialty) and from the mentor who will be 
supervising the applicant’s research should be 
submitted. Only in exceptional circumstances 
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will more than one scholarship be granted in a 
single year to applicants from the same institu- 
tion. 

The closing date for receipt of applications is 
September 1, 2002. Application forms may be 


obtained upon request from the Scholarships Di- 
vision, American College of Surgeons, 633 N. 
Saint Clair St., Chicago, IL 60611-3211 or from 
the College’s Web site: www.facs.org. 


Faculty Research Fellowships, July 1, 2003 - June 30, 2005 


The American College of Surgeons (ACS) is 
offering two-year faculty research fellowships, 
through the generosity of Fellows, chapters, and 
friends of the College, to surgeons entering aca- 
demic careers in surgery or a surgical specialty. 
The fellowship is to assist a surgeon in the es- 
tablishment of a new and independent research 
program. Applicants should have demonstrated 
their potential to work as independent investi- 
gators. The fellowship award is $40,000 per year 
for each of two years, to support the research. 

Franklin H. Martin, MD, FACS, Faculty 
Research Fellowship of the American Col- 
lege of Surgeons. One of the fellowships is 
named to honor Franklin H. Martin, MD, FACS, 
founder of the American College of Surgeons. 

General policies covering the granting of the 
American College of Surgeons Faculty Research 
Fellowships are: 

• The fellowship is open to Fellows or Asso- 
ciate Fellows of the College who have: (1) com- 
pleted the chief residency year or accredited fel- 
lowship training within the preceding three 
years; and (2) received a full-time faculty ap- 
pointment in a department of surgery or a sur- 
gical specialty at a medical school accredited by 
the Liaison Committee on Medical Education in 
the U.S. or by the Committee for Accreditation 
of Canadian Medical Schools in Canada. Pref- 
erence will be given to applicants who directly 
enter academic surgery following residency or 
fellowship. 

• The fellowship grant is to support the re- 
search of the recipient and is not to diminish or 
replace the usual, expected compensation or 
benefits. Indirect costs are not paid to the re- 
cipient or to the recipient’s institution. 

• Preference will be given to applicants who 
are not current recipients of major research 


grants. Application for this fellowship may be sub- 
mitted even if comparable application to other or- 
ganizations has been made. If the recipient accepts 
a scholarship, fellowship, or research career de- 
velopment award from another agency or organi- 
zation, the ACS Faculty Research Fellowship will 
be withdrawn. It is the responsibility of the re- 
cipient to notify the Scholarships Division of the 
College of competing awards. 

• Supporting letters from the head of the de- 
partment of surgery (or the surgical specialty) 
and from the senior investigator (if applicable) 
supervising the applicant’s research effort 
should be submitted. This approval would in- 
volve a commitment to continuation of the aca- 
demic position and of facilities for research. Only 
in exceptional circumstances will more than one 
fellowship be granted in a single year to appli- 
cants from the same institution. 

• The applicant must submit a research plan 
and budget for the two-year period of fellowship, 
even though renewed approval by the Scholar- 
ships Committee of the College is required for 
the second year. 

• A minimum of 50 percent of the fellow’s 
time will be spent in the research proposed in 
the application. 

• The Fellow is expected to attend the Clini- 
cal Congress of the ACS in 2005 to present a 
report to the Scholarships Committee on Octo- 
ber 16, and to receive a certificate at the An- 
nual Meeting of Fellows and Initiates on Octo- 
ber 21. 

The closing date for receipt of applications is 
November 1, 2002. Application forms may be ob- 
tained upon request from the Scholarships Di- 
vision, American College of Surgeons, 633 N. 
Saint Clair St., Chicago, IL 60611-3211, or from 
the College’s Web site: www.facs.org. 
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American College of Surgeons George H. A. Clowes, Jr., 

MD, FACS, Memorial Research Career Development Award, 
July 1, 2003 - June 30, 2008 


This award is developed through the generosity 
of The Clowes Fund, Inc., of Indianapolis, IN. The 
purpose of the award is to provide five years of 
support for the research of a promising young sur- 
gical investigator. The award consists of a grant 
of $40,000 for each of five years and is not renew- 
able thereafter. 

General policies concerning the granting of the 
George H. A. Clowes., Jr., MD, FACS, Memorial 
Research Career Development Award are: 

• The award is restricted to a Fellow or Asso- 
ciate Fellow of the College who has completed spe- 
cialty training in a residency or an accredited fel- 
lowship in general surgery or a surgical specialty 
within the preceding seven years and has received 
a full-time faculty appointment at a medical school 
accredited by the Liaison Committee on Medical 
Education in the U.S. or by the Committee for Ac- 
creditation of Canadian Medical Schools in 
Canada. The applicant’s academic appointment 
may not be above the level of assistant professor. 
Applicants should provide evidence (by publica- 
tion or otherwise) of productive initial efforts in 
laboratory research. 

• The award may be used for salary support 
or other purposes at the discretion of the recipi- 
ent and the institution. Indirect costs are not 
paid to the recipient or to the recipient’s insti- 
tution. 

• The American College of Surgeons (ACS) 
Scholarships Committee will look favorably upon 
applicants who have received investigator-initi- 
ated, peer-reviewed research awards (for example, 
NIH ROl grants). The committee will not consider 
applicants who have received research career de- 
velopment type awards from either the National 
Institutes of Health (NIH), the American Heart 
Association, or other funding agencies. Also, the 
recipient may not receive another career develop- 
ment award during the five-year period of support. 
It is the responsibility of the recipient to notify 
the Scholarships Division of the College if another 
source of scholarship/fellowship funding is re- 
ceived. 


• Approval of the application is required 
from the administration (dean or fiscal officer) 
and the head of the applicant’s department or 
administrative unit. This approval would in- 
volve a commitment to continuation of the aca- 
demic position and facilities for research dur- 
ing the entire period of the award. Furthermore, 
it must be assured that at least 50 percent of 
the applicant’s time will be spent in the research 
proposed in the application. 

• The applicant must submit a detailed re- 
search plan and propose a budget for the five- 
year period of the award. The applicant also is 
required to submit a cover letter of approxi- 
mately 400 words that describes the career ob- 
jectives, how these career objectives will be 
achieved, and how the research protocol furthers 
the applicant’s career development. The Schol- 
arships Committee of the College requires an an- 
nual progress report from the recipient on which 
annual renewal is based. 

• While holding the award, the recipient is 
expected to attend the Clinical Congress of the 
ACS in 2004, 2006, and 2008 to present reports 
to the Scholarships Committee. 

• Upon completion of the five-year funding 
period, the recipient will be required to submit 
a summary of research progress and to provide 
information regarding current academic rank, 
sources of research support, and future plans. 

The closing date for receipt of completed ap- 
plications is August 1, 2002. 

Application forms may be obtained upon re- 
quest from the Scholarships Division, American 
College of Surgeons, 633 N. Saint Clair St., Chi- 
cago, IL 60611-3211, or from the College’s Web 
site: www.facs.org. 
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Contributions to the 2002 
Surgical Forum are requested 


Abstract deadline: March 1. 2002 
Congress: October 6- 11, San Francisco, CA 


The Committee for the Forum on Fundamen- 
tal Surgical Problems invites young surgical in- 
vestigators to submit abstracts to be considered 
for presentation during the Surgical Forum at 
the 2002 Clinical Congress in San Francisco, 
October 6-11. Preparation of the Forum pro- 
gram is achieved entirely through the review of 
abstracts of papers reporting original work per- 
formed by young surgical investigators. Ab- 
stracts that are accepted will appear in a supple- 
ment of the Journal of the American College of 
Surgeons (JACS), a publication recognized by 
Index Medicus. In addition, authors whose ab- 
stracts are accepted for the program will be ex- 
pected to publish their extended abstracts in the 
Owen H. Wangensteen Surgical Forum Volume 
LIII, which will be available in time for purchase 
at the Clinical Congress. Full manuscripts may 
be subsequently submitted to JACS, or other 
journals. 

Abstracts received on time and in the pre- 
scribed form noted below are reviewed. Abstracts 
not received on time or not exactly as prescribed 
will not be considered. Please read and follow 
the regulations and specifications carefully. 
Proofread the abstracts; they cannot be resub- 
mitted for corrections or alterations. 

Abstracts are reviewed and selected by the Fo- 
rum Committee, with each surgical specialty topic 
being reviewed by appropriate specialty members. 
General abstracts are graded by committee mem- 
bers most familiar with the abstract’s designated 
category. Following the grading, the full commit- 
tee meets to select the work to be presented at the 
Congress. The committee’s selections are final. 

Notice of acceptance or rejection will be mailed 
to the principal author of each abstract by May 1. 
The acceptance notice designates the session 
where the paper is to be presented and provides 


information regarding presentation and the 
preparation of the extended abstract for publi- 
cation in the Surgical Forum Volume LIII. 

Please do not call the Forum office; the 
staff is unable to acknowledge receipt of 
abstracts, is not permitted to alter ab- 
stracts in any manner, and cannot release 
the results of the Forum Committee’s se- 
lections. 

Regulations for submitting an abstract 

The Owen H. Wangensteen Forum on Funda- 
mental Surgical Problems requires that any in- 
vestigator who wishes research to be considered 
for presentation must comply with the instruc- 
tions concerning the preparation and submis- 
sion of abstracts. 

1. Abstracts are due in the Surgical Forum of- 
fice no later than March 1, 2002. Submission of 
an abstract signifies the intent of its principal 
and associated authors to present the paper at 
the Surgical Forum, if it is accepted. 

2. The abstract must present original research, 
with the understanding that the research will be 
presented for the first time at the Forum. The prin- 
cipal author is responsible for making certain that 
the paper submitted contains no material that has 
been published elsewhere prior to presentation at 
the Surgical Forum. In addition, the principal au- 
thor is responsible for informing the Forum Com- 
mittee if the abstract or the paper has been or is to 
be presented in total or in part at any regional or 
national meeting prior to the Clinical Congress of 
the American College of Surgeons; this is cause for 
exclusion of the paper from the Forum. Discretion- 
ary consideration will be given to papers for which 
abstracts may have been published outside the U.S. 
and Canada; principal authors are nonetheless 
bound to inform the Committee of such abstract 
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publication via e-mail at surgforum@facs.org. 

3. The principal (first-named) author must be 
a young surgical investigator. Older, established 
surgeons may be included as co-authors, but not 
as the principal author of an abstract. Please 
limit the number of co-authors to nine persons. 

4. An author may submit only two abstracts 
as the principal author, and only one will be se- 
lected for presentation. Principal authors sub- 
mitting two abstracts should submit an e-mail 
stating the titles, categories, and institution af- 
filiation to: surgforum@facs.org. 

5. The principal author may not be changed 
after an abstract is submitted; co-authors can- 
not be added or deleted. 

6. Each abstract should be a concise report 
summarizing work done and in progress. The 
title of the abstract should be brief, but long 
enough to identify clearly the nature of the 
study. The body of the abstract should clearly 
state the reason for doing the study and include 
a brief description of methods, the exact results 
obtained, and the conclusions reached. 

It is essential that the abstract present objec- 
tive data and an accurate analysis of the results. 
It must be clear that sufficient evidence has been 
found to support the conclusions. Vague descrip- 
tions and promises to present additional infor- 
mation will result in almost certain rejection. 

Abstracts should not include unnecessary ma- 
terial such as historical reference, controversial 
discussion, bibliographies, and review of the lit- 
erature. Abstracts should be prepared and ed- 
ited carefully. 

7. The extended abstract submitted for pub- 
lication in the Surgical Forum Volume LIII must 
accurately reflect the significant substance and 
conclusions represented in the initial abstract 
accepted by the Surgical Forum Committee. If 
changes in the substance or conclusions in the 
abstract would be necessary for publication of 
the extended abstract, the submission should be 
withdrawn by the author (s). 

Specifications for the abstract 

1. Abstracts for the Surgical Forum Program 
will be accepted ONLY via Internet submission at: 
httpdiweb.facs.orgisurgicalforumlabstract.cfm. 
Submit a complete version of the abstract and 
one blinded version bearing only the title and 


the body of the abstract (omit identifying au- 
thor information). The complete and blinded 
versions should be submitted as separate files. 
Submitted abstracts must contain the ENTIRE 
title in the file name and indicate which file is 
the blinded version at the end of the filename, 
i.e., “(title of abstract)blindvers.wpd” (or 
‘blindvers.doc’ etc.). 

2. Each abstract must be confined to one side 
of one 8-1/2" x 11" page, contain no more 
than 30 lines of text and a maximum of 250 
words. This includes title, text, authors, and 
mailing information. 

3. Allow a 1-1/2" margin on the left side, and 
a 1/2" margin on all other sides of the page. 

4. At the top of the page, the full title of the 
abstract should be typed with initial capitals. 
The title should be single-spaced. 

5. All abstracts must be designated for one of 
the categories listed below. The author must 
choose the category most appropriate for his or 
her abstract and type the category in the upper 
right-hand margin of the abstract. The catego- 
ries are: Alimentary (includes liver, pancreas, 
biliary tract); Cardiac; Thoracic; Critical Care 
(includes metabolism, infection, nutrition, 
blood, endocrine); Surgical Oncology and Asso- 
ciated Immunology; Transplantation and Asso- 
ciated Immunology; Gynecology and Obstetrics; 
Neurological Surgery; Ophthalmology; Ortho- 
paedic Surgery; Otorhinolaryngology; Pediatric 
Surgery; Plastic Surgery (includes wound heal- 
ing, burns); Quality, Outcomes, and Cost; Re- 
productive Biology and Related Endocrinology; 
Urology; and Vascular Surgery. 

The author may, in addition, designate a sec- 
ond category for the abstract. The second cat- 
egory may be selected from the list above, or may 
be created by the author. Designation of a sec- 
ond category for any abstract is at the author’s 
discretion. 

6. Leave a double space after the title. The 
body of the abstract must be double-spaced. 
Use a 12-point font or larger, and no more than 
16 characters per inch. Organize the abstract 
with the following headings (non-indented): IN- 
TRODUCTION (include the reason or rationale 
for the study, as well as the hypothesis being 
tested or objective of the study); METHODS (in- 
clude a brief notation of the statistical methods 
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employed); RESULTS (tables should be single 
spaced, using the same font as in the body of 
the abstract; graphs or figures must be clearly 
legible and contain legends or notations no 
smaller than 20 characters per inch); and CON- 
CLUSIONS. 

7. Leave a double space after the body of the 
abstract and list the full names and all academic 
degrees of all authors, followed by the institu- 
tion from which the work originates. List the 
institution first, followed by the mailing address 
and daytime telephone number of the principal 
author or designated contact person in sufficient 
detail to ensure prompt delivery of communica- 
tion. The mailing address should be accurate for 
correspondence in May. If the principal author 
anticipates an address or institutional change 


during that time, provide a mailing address and/ 
or contact person that will ensure prompt re- 
ceipt of communications from the Surgical Fo- 
rum Committee. Single-spacing should be used 
for this information. Changes in authorship will 
not be accepted. PLEASE NOTE: Only one in- 
stitution will be published. Contributors (finan- 
cial, material, laboratory space, etc.) to the re- 
search will not be published. 

8. Abstracts are to be submitted no later than 
March 1, 2002. For further instructions or clari- 
fication, please forward your e-mail request to: 
surgforum@facs.org. 

9. Abstracts submitted via fax transmittal are 
unacceptable. 

10. Abstracts are not to be submitted to the chair 
or to members of the Surgical Forum Committee. 


Trauma committees sponsor standards course 


The Western States Commit- 
tees on Trauma will sponsor a 
course titled Maintaining Stan- 
dards in an Era of Crises, on 
March 25-27. The program will 
take place at Caesars Palace in 
Las Vegas, NV 

Kenneth L. Mattox, MD, 
FACS, is the program director, 
and the program committee in- 
cludes Mary K. Allen, David B. 
Hoyt, MD, FACS, M. Margaret 
Knudson, MD, FACS, Norman 
E. McSwain, Jr., MD, fACS, and 
Donald D. Trunkey MD, FACS. 

The program objectives are 
to: 

1. Identify issues in the man- 
agement of grade V abdominal 
and extremity injuries. 

2. Suggest innovative treat- 
ment modalities for the manage- 
ment of the injured patient in 
the ICU. 

3. Describe the state of 
trauma care in 2002. 


4. Discuss the challenges fac- 
ing the trauma practitioner who 
is managing cases that involve 
difficult to expose trauma, such 
as tibial trifurcation, thoracic 
outlet, and iliac vascular inju- 
ries. 

5. Apply concepts from 
trauma case studies to the prac- 
tice setting. 

6. Discuss the impact of a se- 
vere external disaster on trauma 
systems. 

7. Describe surgical strate- 
gies for difficult trauma injuries, 
including the three-cavity in- 
jury, splenic salvage, and indica- 
tions for thoracotomy. 

8. Relate the effect of unusual 
circumstances to the manage- 
ment of common traumatic in- 
juries. 

9. Identify state-of-the-art 
techniques and advances in 
technology for the management 
of a variety of issues, including 


pain management, wound clo- 
sure, transmediastinal gunshot 
wounds, and hemorrhage con- 
trol in pelvic fractures. 

10. Describe ethical and prac- 
tice issues facing the trauma 
practitioner. 

11. Discuss the difficulty of 
maintaining practice standards 
in an era of nursing/ staff short- 
ages, barriers to research, and 
regulatory restrictions. 

12. Compare spiral-enhanced 
CT with arteriogram in the 
management of a dissecting tho- 
racic aorta. 

13. Describe state-of-the-art 
treatment strategies for fluid re- 
suscitation. 

Complete course information 
can be viewed on the American 
College of Surgeons Web site 
(www.facs.org! dept Itraumalcmel 
traumtgs.html). For further in- 
formation contact the ACS 
Trauma Office at 312/202-5342. 
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PDAS, from page 15 


to Dr. Key’s MDeverywhere, surgeons can get 
wireless charge capture software from 
MedCompanion, inpatient billing and tracking 
and coding through PocketMed™ or Pocket Patient 
Billing, a Web-based transaction service through 
PulseMD, and charting programs via Digital As- 
sist and Medical ChartWriter. 

Some of these programs are designed to work 
on a particular type of PDA — usually the Palm 
Pilot, which runs on the Palm Operating Systems 
(Palm OS) — and they typically require eight mega- 
bytes of memory. Dr. Tuchler said. Surgeons also 
can choose between PDAs that have black-and- 
white or color screens and devices that can be fit- 
ted with accessories, such as a digital camera or 
scanner and expanded memory. 

How to choose? Dr. Tuchler suggests that sur- 
geons who are afraid of making an investment in 


technology they may not use try an entry-level 
unit, which costs about $120, join a physicians’ 
bulletin board and chat room to learn how other 
surgeons use PDAs, and check out some of the 
medical Web sites that provide free software. 
Above all, he said, “don’t be afraid to give it a try.” 
Surgeons who are anything like Dr. Tuchler will 
find that “once you use it, you’ll be afraid to leave 
the house without it.” El 


This article was generated through efforts of the 
Board of Regents’ Committee on Informatics. Member 
of the committee believe that this and other articles 
published in the Bulletin will serve to alert Fellows of 
the College to and inform them about trends in infor- 
mation technology that will help them simplify the ad- 
ministrative burdens of surgical practice, heighten their 
use of online and other innovative approaches to CME, 
and enhance their ability to improve patient care. 
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>1 Letters 


The following comments were 
received in the mail or via e-mail 
regarding recent articles in the 
Bulletin and the ‘‘From my per- 
spective” columns written by 
ACS Executive Director Thomas 
R. Russell, MD, FACS. 

9 / 11/01 

Your editorial in the October 
Bulletin about the World Trade 
Center was superb. It was clear, 
perceptive, and eloquent. En- 
closing selective comments from 
“Surgeons USA” was also an ex- 
cellent idea. They clearly re- 
flected the marvelous American 
spirit that makes this such a 
great country. 

Frank C. Spencer, 
MD, FACS 

War on drugs 

Those of us old enough to re- 
member will chuckle reading 
the arguments for or against 
drug legalization in the October 
2001 Bulletin. They sound like 
faint echoes of arguments ad- 
vanced and dealt with 30 years 
ago in the bible on the subject — 
the extensive 620-page report by 
the Consumers Union (E.M. 
Brecher and others: Licit and U- 
licit Drugs, The Consumers 
Union Report on Narcotics, 
Stimulants, Depressants, Inhal- 
ants, Hallucinogens, and Mari- 
juana — Including Caffeine, 
Nicotine, and Alcohol. Boston, 
MA and Toronto, ON: Little 
Brown and Co., 1972). 

As someone described at the 
time: “This report, five years in 
the making, was a massive study 
of the pharmacology, sociology, 
and history of mind-affecting 
drugs in our society, and of our 
social and legal responses to 
50 these drugs and their users. It 


devotes a section to each com- 
mon drug delineating its origin, 
patterns of use, pharmacology, 
cultural traditions, its licit and 
illicit uses by Americans and its 
legal history. A meticulously 
documented and researched 
compendium of accurate and 
complete information, it re- 
mains unparalleled in dispelling 
the rumors and misrepresenta- 
tions that have so long affected 
our policies toward drugs.” 

This document should be re- 
quired reading for every medi- 
cal student, physician, surgeon, 
sociologist, and politician. Its 
conclusions are very much in 
agreement with those of Dr. Roe 
as it takes on squarely every ar- 
gument raised by Dr. Mabry. 

I well remember the impres- 
sion it made at the time. I can 
heartily recommend it to any- 
one interested in the subject. 

Henry Gans, 
MD, PhD, FACS 

Wn regard to the excellent 
articles on illegal drugs writ- 
ten by Drs. Roe and Mabry: the 
Independent newspaper in 
London, England, reported a 
study by seven leading indus- 
trial nations that revealed that 
the illegal drug business was 
the third largest economy in 
the world today. It flourishes 
because it pays! 

The illegal drug business has 
been demonized by society, 
many elements of which prosper 
because it is there. For example, 
the producers and the market- 
ers profit, as do the legal system, 
the politicians, the media, medi- 
cine, bankers ($120 billion is 
laundered each year), the 
church (which has declared ille- 
gal drugs sinful), and the gov- 


ernment — which perpetuates a 
war we have lost. 

Drugs are easily available in 
any American school or prison, 
as well as on the street. Most 
users are adult recreational us- 
ers, much as with alcohol. Pro- 
hibition was a proven failure. 
Expensive illegal drugs cause 
much crime, particularly by mi- 
norities, which would disappear 
with decriminalization. 

It is time for the US. to face 
reality. The law should be 
changed, as Europe is beginning 
to do. 

Donald G. Blain, 
MD, FACS 

Congratulations for allowing 
the “street drug” issue to be dis- 
cussed/debated in the Bulletin. 
Knowing that change can only 


Correction 

In the November 2001 ar- 
ticle, “State legislatures 
2001: The year in review,” it 
was noted that the state of 
Alabama releases to the pub- 
lic physician information on 
malpractice. Alabama does 
not release this information, 
and we regret this error. 
Rather, Arizona provides mal- 
practice information within 
five years of settlement of a 
claim through the AIM 
DocFinder Web site (www. 
docfinder.org), and Florida 
discloses claims exceeding 
$5,000 within the past 10 
years through its Health Lic- 
ensee and Continuing Educa- 
tion Providers Information 
Web site (http://www.doh. 
state, fl. us/IRMOOPRAES/ 
PRASLIST.ASP). 
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be effected by young minds that 
mature and impose their beliefs, 
I have been proselytizing to my 
medical students and surgical 
residents the rationale for legal- 
izing street drugs for over 30 
years. 

Most of the medical cost due 
to heroin or similar drug use re- 
lates to the infectious sequelae 
of contaminated injectates that 
cause abscesses, arterial mycotic 
aneurysm, deep venous throm- 
bosis, venous aneurysm, diffuse 
cellulitis, postphlebitic limb, 
pulmonary abscesses, and endo- 
carditis with consequent multi- 
organ abscesses, including 
splenic abscesses and cerebral 
abscesses. 

These infectious sequelae 
would be totally eliminated by 
the proper pharmaceutical 
preparation of these agents, 
whose strength would be cor- 
rectly identified in order to 
prevent overdosing. In con- 
trast, the detrimental effects of 
cocaine and like drugs result 
from the intense vasoconstric- 
tion that disrupts the meta- 
bolic activities of many differ- 
ent organs, resulting in severe 
illness or death. Many of these 
complications, though not all, 
could be circumvented by hav- 
ing the appropriate dosage 
level on vials that are properly 
prepared by our pharmaceuti- 
cal industry. 

The tremendous reduction in 
the cost of drug usage brought 
about by the preparation and 
distribution of these drugs by 
legitimate industry would elimi- 
nate the need for the current in- 
tense level of profitable market- 
ing and distribution by the 
“street industry,” which equals 
or even exceeds in efficiency the 


best corporations in America. 
Once these drugs are legalized, 
the tremendous brainpower of 
this illegal industry would be 
redirected toward what would 
now be more profitable legiti- 
mate industries. 

Neither Dr. Roe nor Dr. Mabry 
focuses on the most important 
cost of our ineffective and costly 
drug policy. Economists empha- 
size that the redistribution of 
monies within our borders may 
alter the financial well-being of 
individuals within our society, 
but will really not have any det- 
rimental effect on the economic 
well-being of America. 

The most important cost of 
this ineffective policy of 
“criminalization” has been the 
loss of respect for the ideals for 
which America stands. Young 
children in all neighborhoods 
know which “crack houses” are 
safe because of bribes that ex- 
tend up through the highest lev- 
els of our law enforcement sys- 
tem. Many talented teenagers 
recognize that the most “capi- 
talistic” way to quickly gain fi- 
nancial independence is to be- 
come involved in this illicit in- 
dustry. Young Americans finally 
earning a decent legal wage seek 
ways to avoid paying income 
taxes, following the examples of 
their former colleagues who 
have profited from this huge il- 
licit industry. How can a mature 
country whose legal system is 
based on the American adapta- 
tion of English common law 
continue to flourish when our 
young people observe this 
flaunting of the law at such an 
early age? 

Now we read in the newspa- 
pers that the funding for the Sep- 
tember 11 attack on America 


came primarily from the profits 
of the drug trade from Afghani- 
stan. Quite frankly, this dumb 
son of immigrant farmers who 
engendered in me a love for 
America doesn’t understand 
how the Physician Leadership 
on National Drug Policy can 
continue to procrastinate in 
their moral and American obli- 
gation to promote complete and 
total legalization of street drugs. 

This American hopes that the 
“distinguished Fellows of the 
College” — Drs. Claude Organ, 
Seymour Schwartz, and Donald 
Trunkey, as cited by Dr. 
Mabry — will pick up the gaunt- 
let and lead us to the victory that 
the legalization of street drugs 
would engender. 

Charles E. Lucas, 
MD, FACS 

I applaud your publishing Dr. 
Roe’s enlightened article about 
the war on drugs in which he 
advocates legalization. The ori- 
gin of the prohibition of drugs 
stems from the work of Harry 
Anslinger, a man with no scien- 
tific background to speak of, 
who convinced a gullible public 
that the wily Chinese were us- 
ing opiates to seduce innocent 
white women. It was this sort of 
mind-set that helped to create 
the Oriental Exclusion Act, of 
which the U.S. is now under- 
standably ashamed. 

The prohibition of alcohol was 
the catalyst for the creation of 
organized crime in this country. 
The prohibition of narcotics has 
financed, among other things, 
international terrorism by cre- 
ating massive fortunes for the 
smugglers and their friends in 
governments inimical to the 
U.S. 
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I do not advocate the recre- 
ational use of narcotics, and I 
recognize that addiction is a 
problem for some users, but I 
cannot understand why the les- 
sons of the prohibition of alco- 
hol haven’t rubbed off on people 
with Dr. Mabry’s point of view 
The “drug warriors” have in- 
stead lied to the country about 
“gateway” drugs and the instant 
addicting power of crack co- 
caine, for example. 

We now have a good idea that 
the inflated price of “illegal” opi- 
ates is helping to finance Osama 
bin Laden and his terrorists — 
another reason for doing away 
with the “War on Drugs,” which, 
in fact, was lost many years ago. 

Joseph R. Barrie, 
MD, FACS 

I read your excellent October 
2001 issue replete with testimo- 
nials by Fellows ready to volun- 
teer time and talent to the New 
York/Pentagon tragedies. Men 
and women like this are the 
heart and soul of America and 
are the stuff that will carry us 
through this crisis. 

In that same issue was the 
“debate” on “Physicians and the 
War on Drugs” with Benson 
Roe, MD, FACS, opting for legal- 
ity, and Charles Mabry, MD, 
FACS, asking for continued ef- 
forts at control and eradication. 
In none of the arguments did I 
see a reference to the unborn 
child. 

In 1992, after opting for early 
retirement, my wife and I 
adopted, in the delivery room, a 
healthy nine-pound baby boy, 
born to a perky college kid. Hiy 
hepatitis, family screens, and in- 
terviews were all most favor- 
able. The boy grew and devel- 


oped into a bright, personable, 
athletic, and handsome young 
five-year-old, at which time his 
personality began to change, 
and at age six he was diagnosed 
as having severe attention defi- 
cit hyperactivity disorder with 
associated oppositional defiant 
disorder. 

As a surgeon, this mental ill- 
ness thing hit me hard, as it be- 
came obvious that it was not 
something “I could fix, quickly.” 
Now nine, he requires medica- 
tion five times a day to function 
and there is no certainty he will 
outgrow this problem. You see, 
we found that his birth mother 
was using cocaine during high 
school and on many occasions 
during this pregnancy. How sad, 
and how those choices now hurt 
this sweet child. 

In Ira Chasnoff, MD’s, classic 
book. The Nature of Nurture, 
published in 2001, there is this 
simple statement: “Children 
prenatally exposed to drugs and 
alcohol demonstrated consistent 
behavioral difficulties, higher 
levels of anxiety, social prob- 
lems, thought problems, atten- 
tion problems, delinquent be- 
havior and aggressive behavior.” 
We have seen all of these. His 
work at the University of Illinois 
College of Medicine related to 
the field of maternal drug use 
problems and its subsequent ef- 
fect on the newborn child and 
adolescent are worthy of our at- 
tention, as, heretofore, the cause 
of some of these problems as 
been denied, buried, and swept 
under the rug. 

So, Dr. Roe, despite all you 
taught me during my year as 
your cardiac fellow, on this point 
you are mistaken, and tragically 
misinformed. Your opinions 


might change quickly if you 
could see the devastation that 
hard drug use inflicts on kids 
today. Leave your home and 
come to the real world. Our little 
third-grader is not alone. There 
are four others like him (out of 
20), all with drug-pregnancy 
mothers, in his third-grade class 
at Black Oak. Only recently 
have psychiatrists and others 
faced up to the real cause of 
today’s children’s attention and 
performance difficulties, which 
40 years ago were virtually un- 
known. 

I hope that these kids can 
overcome this in order to be ca- 
pable and trained enough to e- 
mail their willingness to volun- 
teer their talents when and if 
their generation is tested. I am 
proud to have this “burden” to 
carry, and my wife and I feel as 
if we were chosen to rescue this 
incredibly talented but wounded 
child. If I succeed in building a 
real man out of this boy, as I be- 
lieve we can, it will dwarf all of 
my other, not insignificant, life 
accomplishments. Drugs hurt 
kids. Think about it. 

And please, no rebuttal from 
Dr. Roe unless he wants to come 
visit us and see for himself what 
maternal drug use can do. Le- 
galize it so more kids can be af- 
fected? God forbid. 

John N. Baldwin, 
MD, FACS 

Medical meetings 

I enjoyed your “From my per- 
spective” as usual. I agree with 
you completely. The College 
must be the educational leader 
on the subject of unconventional 
civilian disasters. The average 
surgeon needs direction for 
them to assume local leadership 
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roles. I particularly was im- 
pressed with the report from the 
Board of Governors. I liked their 
specifics. 

The article generated from 
Dr. Baker’s address to the Chi- 
cago Surgical Society regard- 
ing the value of medical meet- 
ings is very contemporary and 
pertinent. Apathy is a problem 
in local CME and has been a 
major concern in getting new 
young surgeons in the Texas 
Surgical Society and the North 
Texas Chapter of the American 
College of Surgeons. I remem- 
ber when I was on the member- 
ship committee of the Western 
Surgical Association, we had a 
major drive to get new mem- 
bers from private practice, and 
they were difficult to recruit 
due to lack of interest. This 
problem needs to be continu- 
ally addressed if surgical orga- 
nizations are going to remain 
viable. 

Keep up the good work. 

Robert Turner, MD, FACS 

Dr. Baker’s article in the No- 
vember Bulletin is excellent and 
very special. There is no substi- 
tute for the “human touch” in 
so many things in life. It cannot 
be replaced by e-mail, fax, etc. 

It was fun to read of the com- 
mentaries of many of my teach- 
ers — Bob Baker, Freeark, Yao, 
and cigar-chompin’ Ken 
Printen. 

The article reminded me of en- 
during friendships hatched at 
medical meetings. One of the 
great spin-offs is the ability to 
pick up the phone, call a friend/ 
colleague, and ask “What do you 
think about this?” Our 
“Rolodexes” should get thicker 
as we go on. We can develop a 


stable of “consultants” and 
friends that is incomparable. 

Thank you. Dr. Baker. 

Robert Kotler, MD, FACS 

I have always enjoyed the Bul- 
letin and find it to be a great 
source of information that is not 
available elsewhere. Two ar- 
ticles in the November 2001 is- 
sue caught my eye and provoked 
this missive. 

The writings of Dr. William 
Baker and Drs. Howisey/ 
Durtschi seemed particularly 
“real world” and current. My 
meeting attendance has been 
extensive over the years, mak- 
ing Dr. Baker’s studied analysis 
especially meaningful to me. As 
much as I use and enjoy the com- 
puter, it is depersonalizing and 
isolating. The give-and-take of 
personal encounter is a truly 
human endeavor that I feel not 
only aids the collegiality of our 
profession, but also pays out in 
our patient and family interac- 
tions. 

The pragmatic approach to 
current practice problem-solv- 
ing in Washington State is 
laudable. This proactive solu- 
tion seems far more result-ori- 
ented than the surgeon’s 
lounge whining that is so com- 
monplace. 

I commend the Bulletin for 
publishing such thoughtful and 
insightful treatises as these. 

LaMar S. McGinnis, 
MD, FACS 

Serendipity 

Recent dramatic world events 
prompt this letter. I enjoyed Dr. 
James Neely’s article on seren- 
dipity in the February 2001 is- 
sue of the Bulletin. For my part, 
I have had one such revelation 


that was for me a moment of 
serendipity. 

In 1947 as a young graduate I 
was medical officer on an expe- 
dition to the Antarctic. We used 
huskies for sled transport. The 
huskies would fight among 
themselves, causing lacerations 
that invariably became badly 
infected with regional lymphad- 
enitis and abscesses. I found 
that by immediate suturing of 
the wounds the infection was 
prevented. 

Many years later I was lectur- 
ing on frostbite and I suddenly 
realized that the suturing of the 
wounds in the husky dogs pre- 
vented the blood- and serum- 
soaked wounds from getting 
frostbite with subsequent necro- 
sis and infection. I followed this 
realization up with a series of 
experiments on rats with stan- 
dardized ragged lacerations that 
were sutured or left open and 
then frozen solid. Suturing al- 
lowed rapid healing while lac- 
erations left open developed ne- 
crosis and delayed healing. It 
was stressed that in human 
practice cleansing and debride- 
ment of wounds in a suitable fa- 
cility should always be done. 
These findings were published 
{Canadian Journal of Surgery, 
18:146-148, 1975). 

With a war in the northern Af- 
ghanistan mountains in winter 
imminent, the principle of pre- 
venting frostbite in wounds be- 
comes important. 

A.R.C. Butson, 
MD, FACS, FRCSC 
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ext month in JACS 


The February issue of the Journal of the 
American College of Surgeons will feature: 


Presidential Address: 

• Medicine, Government, and Capitalism 

Original scientific articles: 

• Screening for Pelvic Fractures 

• Neoadjuvant Therapy for Rectal Cancer 

Collective review: 

• Genetic Changes in Breast Tumorigenesis 

What’s New in Surgery: 

• General Surgery: Burns and Metabolism 

• Vascular Surgery 
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